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STEREOSCOPIC PHOTOGRAPHY WITH NATURAL COLORS 


REPRODUCED FROM LUMIER PLATES 
By EMIL G. BECK, M. D., Cutcaco 


Surgeon to the North Chicago Hospital 


in their natural colors we have met with 

many disappointments. The artists have 

not yet been able to produce on paper 
a true picture of such diseases as acne, or 
erysipelas. When we inspect some of our 
older atlases on skin diseases we are im- 
pressed by the unnatural coloring of the 
illustrations. 

Like all other arts, this one has also ad- 
vanced with time and the crude illustrations of 
the older books are now being replaced by 
excellent colored plates. 

Natural color photography (the Lumier 
process) opened a promising field in medical 
work. During the past five years I have 
utilized this form of photography for the 
illustration of diseased conditions, gross 
pathological specimens and microscopical 
sections, but have used the _ stereoscopic 
pictures instead of single plates. 

In viewing these stereoscopic plates the 
images presented are plastic pictures, far 
more natural than those obtained by any 
other known method. Pathologic  speci- 
mens photographed in their fresh state, or 
after their natural colors have been pre- 
served in Kaiserling fluid, give such a vivid 
picture of the object that one is almost de- 
ceived into believing that he is viewing the 
real object. 

Some of the brightness and life of the 
original glass plate is lost in the reproduction, 
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nevertheless, the objects remain far more 
natural than when shown in the black and 
white stereo-plates, which take all the life 
out of a picture, causing the objects to re- 
semble plaster of Paris casts. 

The copying of Lumier autochrom pictures 
on paper has always been a difficult task on 
account of the coarse granular effect of the 
starch on a Lumier plate. After several 
years experimentation with the aid of E. W. 
Houser of the Barnes Crosby Co. we have 
improved the process of copying sufficiently 
to feel prompted to show some of the results 
thus far obtained, and hope to stimulate 
others, who are inclined to experiment with 
this subject, to perfect this method. 

On the adjoining page I illustrate three 
subjects: Stereo I illustrates a tuberculous 
ankle joint in which all metacarpal bones had 
been removed and the cavity filled with 
bismuth paste. One can see the depth of 
the cavity, as well as the natural color of 
the granulations. Stereo IT illustrates a child 
with a large psoas abscess, the summit of 
which has already reddened, indicating that 
it is soon to rupture spontaneously. The 
dark streaks which appear to mar the single 
picture are the shadows thrown by the 
mullions of the window, through which strong 
sunshine penetrates. A view by means of 
the stereoscope dispels the bad effect of these 
shadows and gives the picture a life-like 
appearance. 
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SURGICAL DISEASES OF THE PANCREAS! 
By MAURICE H. RICHARDSON, M. D., Boston 


Surgeon-in-Chief, Massachusetts General Hospital; Moseley Professor of Surgery, Harvard University 


upon many years’ personal experience 

in abdominal surgery. That experi- 

ence has shown the great rarity of 
pancreatic disease, both medical and surgical, 
amenable to treatment—medical, as demon- 
strated by autopsy; surgical, as demonstrated 
by operation. How many instances of pan- 
creatic disease recover unrecognized, it is im- 
possible to say; it seems to me a fair supposi- 
tion that there may be mild affections of the 
pancreas, self-limited, which escape recogni- 
tion as to their exact nature, giving rise 
perhaps to temporary interferences with nu- 
trition, but causing no distinctive symptoms 
or signs. 

Such possibilities must be considered when 
symptoms arise that depend upon mechanical 
causes possibly situated in the pancreas,— a 
symptom like jaundice, for example, that may 
be owing to an inflammation of the pancreatic 
head, with swelling and compression of the 
common duct. Cases of chronic pancreatitis, 
recognized by the sense of touch and cured by 
temporary drainage of the gall-bladder, would 
illustrate this statement, were the temporary 
inflammation such as to produce no jaundice. 

Whatever the causes of numerous scars in 
the fat tissues of the abdomen, that of a pos- 
sible multiple healed fat necrosis has always 
seemed to me the most probable, in view of 
their resemblance to the multiple acute fat 
necroses seen in severe cases of acute pan- 
creatic disease. 

The diseases of the pancreas that are amen- 
able to surgical treatment — I mean mechan- 
ical lesions producing mechanical symptoms, 
diseases which are really seriously considered 
in the diagnosis — are rare. The pancreatic 
diseases, acute and chronic, really operated 
upon are still more infrequent. 

If you take chronic pancreatitis, stone in 
the canal of Wirsung, pancreatic cysts, tumors 
(benign, malignant, and hemorrhagic), in- 
fections with or without fat necrosis, gan- 
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grene, gunshot wounds, stabs and other in- 
juries, you have all the lesions that a surgeon 
is ever likely to meet. 

The acute lesions of the pancreas are not 
rare enough to be a negligible factor in the 
diagnosisof acute abdominal diseases, yet they 
are very unusual in comparison with such 
emergencies as appendicitis, extra-uterine 
pregnancy, tumor with torsion, cholecystitis, 
or perforation of the stomach or duodenum. 
They are common enough to demand serious 
consideration among the obscure emergencies 
that occur with a history suggesting a pan- 
creatic cause. Occasionally they permit an 
accurate diagnosis and very rarely recovery 
after operation. 

The rarity of successful operation upon an 
accurately diagnosticated acute lesion of the 
pancreas is so great that, for practical con- 
siderations, these acute infections are almost 
beyond the reach of successful surgery. They 
are not beyond our reach in theory; in practice 
they are so frequently beyond reach that there 
is little real hope of cure. 

Chronic lesions of the pancreas, unless they 
demand for cure the entire removal of that 
organ or its practical physiological disable- 
ment, permit some of the most brilliant and 
successful results in abdominal surgery. The 
distinction between success and failure is 
largely a matter of pathology and anatomical 
technique. The pathology that makes sur- 
gery unsuccessful is the malignant new growth 
that infiltrates the gland, and requires, as the 
first element of success, a wide margin re- 
moval. Such a removal anatomy makes 
hazardous, while the evil effects of extra- 
vasated pancreatic juice upon the operative 
field make it extra hazardous. The plain, 
common-sense fact about the matter is that 
destruction, operative or pathologic, of the 
pancreatic gland tissues carries with it a 
mortality so excessive as to be almost forbid- 
ding. 

Other rare conditions of the pancreas might 


1 Read before the Clinical Congress of Surgeons of North America, Philadelphia, November 8, r911. See discussion, page 510. 
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be mentioned in which failure is owing to 
the extensive destruction of gland tissue re- 
quired by the operation. 

That it is the destruction of the gland from 
whatever cause, with its immediate physio- 
logical results, that causes the mortality, the 
brilliant success of non-destructive measures 
shows. A practical plan of discrimination 
between successful and unsuccessful operative 
endeavor is that which separates gland de- 
struction from gland conservation. 

Insignificant as is the surgery of this organ, 
considered from the small number of cases 
encountered yearly even in the largest clinics, 
the individual case, for the reasons already 
mentioned, is of the greatest importance. As 
compared with certain other rare abdominal 
lesions — abdominal curiosities, as it were — 
they are much more important. 

Take, for example, all rare and anomalous 
conditions of the abdominal viscera, many of 
them impossible of diagnosis — benign tumors 
of the stomach, liver, and kidney, echinococ- 
cous and other cysts, congenital malforma- 
tions, diverticula and the like — in fact, all 
rare conditions which the surgeon must be 
prepared to meet when least expecting them. 
All such unusual lesions, interesting as they 
may be, do not compare in frequency, pos- 
sibilities of relief, or certainty of death, if 
unrelieved with the lesions of the pancreas. 

It is well to admit in the beginning, when 
discussing difficult subjects of professional 
interest, our weakness and ignorance. The 
difficulties of my subject are best described 
and illustrated by the things we do not know 
about it, the things which we are not likely 
ever to know well. 

Chief among these difficulties is that of 
early and sure recognition. Could we but 
know with certainty what is going on in the 
pancreas, or what is impending, we might be 
able to remedy with safety the harm already 
done, or to ward off the blow that is about to 
fall. The most important part of my subject 
is, to my mind, that which relates to the diag- 
nosis; for, knowing the diagnosis, we know 
the pathology and the prognosis—we know 
what we can do, what we are justified in try- 
ing to do, and what we can neither do nor are 
justified in trying to do. 





The most important part of my subject is, 
therefore, the diagnosis of those lesions of the 
pancreas which demand or which forbid oper- 
ation. Those that forbid interference by the 
surgeon are far more frequently met with; for 
the most common of them all—cancer of the 
head of the pancreas—simulates closely the 
symptoms of gall-stones. But, considering 
the fatal issue of curable cases unoperated 
upon, the importance of seasonable recognition 
of the operable lesion is great. When the sur- 
geon needs knowledge of the pancreas, beyond 
that of the common order which any internist 
or operator should possess, he needs knowl- 
edge and experience of the broadest kind, with 
powers of deductive reasoning cultivated to 
the highest degree of perfection. 

The ordinary acute lesion of the abdomen, 
like appendicitis, is, of course, easily recogniz- 
able. The mistakes in diagnosis are infre- 
quent, and the consequences of mistake, pro- 
vided an exploration follows, immaterial, 
because the operator, if he does not find what 
he expects, is only too likely to find something 
worse. Of those that he may find, one of the 
most serious is acute pancreatitis. 

The diagnosis of acute lesions of the pan- 
creas has been, in my observation, so difficult 
that when the correct deduction has been 
made, that deduction has been regarded as a 
real triumph in diagnosis. 

I have ever regarded Fitz’s first demonstra- 
tions upon the living of his observations upon 
acute hemorrhagic pancreatitis as the most 
stimulating example of keen deductive reason- 
ing that I have ever witnessed. I have never 
seen enough of this disease to feel confident of 
my diagnosis when I have made it. From 
the nature of things, no man is likely to recog- 
nize with confidence the disease — from its 
infrequency if for no other reason. Were 
these acute infections of the pancreas — or, 
for that matter, of the upper abdomen from 
whatever cause — as common as infections of 
the appendix, the surgeon would soon be able 
to recognize the clinical picture. As it is, he 
sees so infrequently that picture that a study 
of it reminds him of the truth, but does not 
recall it vividly and beyond mistake. And it 
is that power of recognition — the power, 
for example, which, attained by intimate 
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relationship and daily contact, enables the 
members of a family to distinguish between 
twins, or the mineralogist to tell at a glance 
the difference between crystals that look 
alike; the seaman to discriminate between the 
impending storm and the advent of good 
weather — the power of discriminative recog- 
nition, which makes the difference between 
the born diagnostician and the made, as it 
were. It has always seemed to me that this 
is what must be acquired by the would-be 
diagnostician of obscure internal disease — 
the power of recognizing the tout ensemble of 
a case — the clinical picture, aided, of course, 
by all the means at command to verify and 
strengthen the diagnosis. It is the history 
and the physical signs evident to the senses of 
sight, hearing, and especially touch, aug- 
mented by the evidence of the laboratory, the 
physiological functions, the physiological 
chemistry and the interferences with it, that 
make the diagnosis of pancreatic disease more 
than a rough guess. And of these elements 
of success I know of none so important or so 
effective as the tactus eruditus and the clinical 
history when employed by the experienced 
observer. 

Time does not permit any detailed con- 
sideration of the diagnosis of pancreatic le- 
sions, either acute or chronic. 

The acute case presents symptoms that call 
loudly for immediate relief. If the exact 
diagnosis of the existing lesion is not possible, 
the surgeon can at least recognize that there 
is a call, and a most urgent one, for his art — 
a call that exploration will surely show to be 
based upon a real and a too often hopeless 
cause. 

In chronic disease of the pancreas the art 
of diagnosis permits often deductions of the 
greatest interest and accuracy, with operative 
relief of exceeding brilliancy. 

Accuracy of recognition is all the greater 
because of the leisurely and repeated investi- 
gations that time permits. 

In interpreting histories and tactile impres- 
sions the perceptible changes in the pancreas 
are of the greatest aid to diagnosis, especially 
if the operator has been able to demonstrate 
repeatedly the relation between the pathology 
and the history. 
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The diagnosis of chronic pancreatic lesions 
is the diagnosis of cancer and other tumors, 
including cysts, inflammations, gall-stones 
impacted in the common duct within the head 
of the pancreas or at the duodenal papilla, 
and pancreatic calculus. 

In many of these diseases the diagnosis can 
be made out with reasonable certainty, not- 
ably cysts and cancer of the head of the pan- 
creas. 

The exact nature of new growths of the pan- 
creas other than cancerous cannot be made 
out with certainty. I find scattered through 
my records an occasional neoplasm the exact 
nature of which could only be determined by 
the microscope. So it has been with tumors 
situated at or near the anatomical position or 
seat of the pancreas, of which I have seen 
several. The diagnosis has always included 
in its possibilities tumors of pancreatic origin. 
It is impossible to differentiate the true cyst 
from the dilated canal of Wirsung; the chronic 
abscess of the lesser omental bursa of pan- 
creatic origin from the breaking down of 
tubercular mesenteric lymph glands and the 
consequent encysting of pus; the adenoma or 
cysto-adenoma from the retroperitoneal li- 
poma. 

We can give a good guess, and one that is 
often successful, but make an accurate diag- 
nosis before operation we cannot. The diag- 
nosis of chronic pancreatitis, I must remark, 
is not possible before exploration. All the 
cases that I have had or seen have depended 
for recognition upon the touch. Conditions 
suggestive of chronic pancreatitis suggest also 
a gall-stone origin, as indeed I am quite ready 
to believe is usually the case. 

The evidence based upon expert examina- 
tion of the stools, stomach contents, blood — 
and other laboratory processes — serves as 
an important aid to diagnosis when time per- 
mits. A consideration of these methods is 
beyond the scope of this paper. I would say 
that such evidence is of value as tending to 
show the probable origin of symptoms—the 
trend of the case, on the whole, toward or 
away from a pancreatic origin. I value the 
history and the physical examination as the 
principal factors in the diagnosis—added to 
which the refinements of laboratory study 
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make a valuable and sometimes a deciding 
element. 

The prolonged study of the acute emer- 
gencies of the pancreas is not permissible, 
unless we decide that the case is better treated 
medically than surgically, for these emergen- 
cies are fulminating and fatal to an extra- 
ordinary degree. The diagnosis of the exact 
lesion in the upper abdomen, desirable as 
it may be regarded, cannot be made. The 
only thing to be determined is the indication 
for exploration. That, it seems to me, may 
be done with reasonable certainty, when ab- 
solute certainty is quite out of the question. 

Fortunately for the patient, the symptoms 
which demand exploration are almost impos- 
sible of error. They belong to a group that 
may be designated as demanding in the most 
urgent way that something be done for their 
relief. Admitting the’ occasional possibility 
of an accurate guess as to the real trouble, the 
surgeon, confronted by a sudden epigastric 
emergency, must explore, whether the symp- 
toms on the whole point to a perforated 
stomach or duodenum, an infected gall-blad- 
der, or a hemorrhage into the pancreas. 
While the surgeon is spending time trying to 
tell which one of these emergencies is present, 
his patient may be losing the best chance for 
recovery. Let it suffice the operator to be 
sure that his operation is indicated, and let 
the refinements of diagnosis be relegated to 
the chronic case, or to the acute one that he 
decides not to explore. 

By far the greater number of acute ab- 
dominal lesions apparently starting in some 
mechanical change in the upper abdomen, 
become quickly localized in the right lower 
quadrant — though sometimes higher and 
sometimes in the lower central abdomen. 
These patients seen in the first hours of epi- 
gastric pain and vomiting may present a 
clinical picture not unlike that of the disease 
under consideration. The localization of the 
symptoms at the usual seat of the appendix 
at once makes clear their appendicular origin 
even at some of the unusual situations of the 
appendix. Appendicitis is so much more fre- 
quent than pancreatitis that the former must 
first be suspected. 

The early localization of violent symptoms 
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above the umbilicus, with pain, tenderness, 
fulness, and perhaps dulness, strongly sug- 
gests, on the other hand, the pancreas as the 
real seat of the lesion. The more pronounced 
the symptoms, the more definitely and per- 
sistently localized in the local central epi- 
gastrium, the more surely are they of pan- 
creatic origin. 

Can we go farther than this in our localiza- 
tion of abdominal infections — farther, I 
mean, than to infer that the probable seat of 
the lesion is in the pancreas, and direct our 
incision thither? I do not think that we can. 
Indeed, in acute abdominal lesions generally 
we are fortunate in those cases which we 
style obscure, if we have evidence enougli to 
direct us above the umbilicus rather than 
below it, to the right rather than to the left. 

Such a commentary upon the diagnostic 
powers of even the most experienced operator 
may prove that there is much to be sought in 
abdominal diagnosis — as indeed there is - 
but it shows also that there are many lesions 
impossible of accurate recognition in the haste 
and stress of disaster and impending death, 
and that he who waits with his remedy until 
he is absolutely sure of what is needed will 
often wait too long. 

In presenting the practical aspects of pan- 
creatic diseases before a body of surgeons, my 
chief effort should be, I take it, to bring for- 
ward the subject as I have seen it in a large 
experience with abdominal diseases, acute and 
chronic, but especially with those diseases of 
uncertain diagnosis, and therefore of uncer- 
tain indications as to the selection of me- 
chanical methods of treatment. 

The diseases of the pancreas permit recog- 
nition chiefly through the mechanical symp- 
toms which they cause. Indeed, were it not 
for the interferences with anatomical and 
physiological functions, they would not be 
recognized at all. The difficulties of recog- 
nition at that early period which permits 
remedy, might be regarded as well nigh in- 
surmountable were there not in many cases 
glaring symptoms that cannot possibly escape 
notice. 

From the practical point of view, the pan- 
creatic diseases that confront the surgeon are 
infections, haemorrhages, and new growths. 
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Of these by far the most frequent are the new 
growths. The diagnosis of long-continued 
disease in which jaundice is a permanent and 
persistent symptom always demands con- 
sideration of cancer of the pancreatic head 
obstructing the common bile duct. Tumors 
in the region of the pancreas, especially those 
at the head of the organ, always suggest can- 
cer of the pylorus. Tumors which involve 
the pylorus and sometimes the body of the 
stomach suggest an involvement at least of 
the pancreas. In the diagnosis of epigastric 
tumors generally, especially when they are 
situated unusually near the umbilicus, one 
must always bear in mind the possibilities of 
pancreatic origin. I have found, in tumors 
which I supposed malignant, conditions of the 
pancreas not only non-malignant but even 
permitting complete extirpation. Indeed, 
the conditions of the pancreas that permit 
cure, or at least that encourage most the 
attempt at cure, are those chronic conditions 
that suggest malignancy not so much perhaps 
of the pancreas as of some near by organ — 
of the stomach, the transverse colon, or 
even of the jejunum or the duodenum. 

The new growths in or about the pancreas 
form a very interesting study, but there is 
always abundant opportunity for their leisure- 
ly consideration. 

Among those lesions referred to as new 
growths must be considered the cysts of the 
pancreas, so called, whether or not we thus 
correctly group the collections of fluid that 
distend the canal of Wirsung into a sac with 
atrophy of the compressed pancreatic tissue, 
or the distention into a sac of the lesser 
omental bursa. I have seen several instances 
of both conditions. 

My enumeration of apparent new growths 
— whether they are real neoplasms or cysts 
or simple hyperplasias — would not be com- 
plete without the so-called phantom tumor, 
which I have seen resemble so closely a pan- 
creatic cyst as to be absolutely indistinguish- 
able (to me, at least) fromit. I have brought 
a patient to complete anesthesia, and have 
even explored the region of the pancreas, 
before being able to demonstrate an illusory 
tumor — a real phantom. 

The division of pancreatic diseases into 
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infections, hemorrhages and neoplasms is 
purely arbitrary and practical, I admit; and, 
convenient as it may be for my purposes this 
evening, it is not always possible to make it, 
though usually the distinction between a 
chronic lesion and an emergency is conspicu- 
ous enough. I have seen, for example, a pan- 
creatic cyst become suddenly fatal by per- 
foration into the stomach and lesser omental 
bursa. Had I not known the pathology of 
the case by operation, I should have been at 
a total loss to understand the real situation, 
or even to give a guess at it. 

The pathology of pancreatic lesions of the 
acute form, hemorrhage and infections, has 
been demonstrated in its early and practical 
aspects at the operating-table rather than 
in the autopsy room — just as the chronic 
lesions have been studied rather in the au- 
topsy room. These acute conditions, as I 
have said, confront the abdominal surgeon 
but seldom. When they do present them- 
selves, the surgeon finds emergencies of the 
greatest gravity, hard to recognize and almost 
impossible of remedy. 

Whether there be a pancreatic infection 
without hemorrhage or a hemorrhage with- 
out infection, the patient with either, or with 
both, presents a history and physical condi- 
tion that will impress the most optimistic 
practitioner with impending danger of the 
first magnitude. 

I do not know that we are very familiar 
with fat necrosis, pancreatic hemorrhage, or 
hemorrhagic pancreatitis, after all that I have 
said upon its glaring symptoms and its almost 
invariable explorations — for have I not fre- 
quently seen evidence within the abdomen of 
healed fat necrosis and that in patients with 
no history of acute abdominal disease? That 
the abdominal surgeon has as great oppor- 
tunities as the pathologist to see and study 
these signs of old pancreatic disease, I doubt; 
but that he has a good many, I am prepared 
to assert. 

When we think of the real opportunities 
of the abdominal surgeon, however, does it 
not seem that he has better opportunities 
than the pathologist? If the single surgeon 
does not, abdominal surgeons in the aggregate 
do. Suppose the abdominal surgeon operates 
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upon the average two or three times a day 
every day in the year. Where is the patholo- 
gist that makes as many autopsies every day 
in the year? ‘True, he examines many speci- 
mens taken by surgeons, but he does not see 
the living abdomen, with the whole patho- 
logical environment of the lesion. Take the 
abdominal surgery of the Massachusetts 
General Hospital, for example; that of the 
Mayo clinic, and of a hundred others repre- 
sented by the surgeons here present — the 
aggregate experience is incomparably greater 
than that of all the pathologists put together. 

We are not familiar with the early evidences 
of pancreatic disease, unless that disease is of 
the most aggressive and fulminating kind; 
and we are not familiar with the very begin- 
nings of even that, unless we assume that the 
lesion first manifests itself by the most pro- 
nounced symptoms. What the pancreatic 
condition is that precedes hemorrhage, infec- 
tion, or gangrene, we do not know, and I do 
not see how we can know, except by following 
out the suggestions of the abdominal surgeons, 
made by many of us years ago. We deter- 
mine, at every abdominal operation in which 
the conditions permit, the state of health or 
of disease of all the organs accessible to sight 
or to touch. 

As bearing upon this point, what has been 
the result in my own cases now these twenty- 
five years? Beyond certain conditions of 
nodular hardness and perhaps thickening of 
the pancreas, I have never been able to detect 
any special change in that organ, excluding 
the cases, of course, in which the operation 
was undertaken for unmistakable pancreatic 
disease. To be sure, the condition of thick- 
ening, enlargement, nodularity, was the same 
in patients operated upon for other lesions 
than pancreatic, and there were no symptoms 
of pancreatic disease; but the feel of the pan- 
creatic-head was like that in cases of chronic 
pancreatitis operated on and cured of symp- 
toms by drainage of the gall-bladder. 

The subject of pancreatic disease from the 
practical point of view means a much broader 
study than that of the pancreas itself, for all 
structures closely allied to the pancreas ana- 
tomically must come into consideration. I 
am not considering, for example, tumors of 
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the duodenum or jejunum, but I have found 
upon the exploration of certain obscure cases, 
two annular strictures thus high in the alimen- 
tary tract. 

Not that it will often be possible to diag- 
nosticate such extremely rare affections, but 
the realization of such possibilities is essential, 
both for refinements of diagnosis and for the 
proper formulation of the indications for ex- 
ploration. Itis, then, not only those common 
lesions of the gall-bladder, liver, and bile 
ducts, the stomach, duodenum and large 
intestine, but also the very beginning of the 
small intestine that we must bear in mind 
when studying the rarer diseases of the pan- 
creas. 

When acute infections of the pancreas are 
suspected, should not that suspicion be the 
first and strongest indication for exploration? 
If we wait until that suspected diagnosis is a 
certainty, do we not wait too long for reason- 
able expectation of cure? 

I should answer in the affirmative did the 
infectious process in the pancreas permit im- 
mediate and complete enucleation of the 
whole affected organ, as does the appendix, 
leaving a comparatively or even an absolutely 
clean operative field. The only element re- 
maining in the operations for pancreatic 
infection, the only thing that we can hope ma- 
terially to change, is the element of time. 
Can we hope to improve results by earlier 
resort to the knife? 

This seems to me a question worthy of con- 
sideration. The element of infection is like 
that in appendicitis; that of operative tech- 
nique is vastly more serious in pancreatistis 
than in appendicitis. After twenty-five years 
of acute abdominal surgery, we are not suc- 
ceeding by operation in any material number 
of cases of acute pancreatitis. Do these 
infections, from the nature of things, permit 
any considerable number of successful opera- 
tions? I do not believe that they do. 

It would be far from my desire to give a too 
grave prognosis in acute pancreatic infections, 
but my fortune has led me into such cases that 
there has been no success in my measures. I 
have come to look upon the pancreas as the 
seat of a process so fatal as to be almost for- 
bidding to operation. But in the early days 








432 SURGERY, GYNECOLOGY AND OBSTETRICS 


of acute gangrenous appendicitis that was 
the almost universal experience. 

The indications for treatment will be ful- 
filled when the indications for exploration for 
all acute and grave abdominal symptoms are 
fulfilled, and that is when immediate explora- 
tion is resorted to. With a strong probability 
in favor of acute pancreatitis, this early ex- 
ploration will give the best chance, at least 
the best chance if timeliness is the chief ele- 
ment of success. But is timeliness that 
element? I sometimes think that it is not. 
Just as I observed years ago, when almost 
the only recoveries in appendicitis were cases 
of drainage of localized peritonitis and ab- 
scess, so I may say that the only recoveries 
in pancreatic gangrene are those in which a 
localized and strongly walled abscess, con- 
taining perhaps the sphacelated pancreas, can 
be drained without infecting the general 
cavity of the abdomen. 

I have operated in the very beginning of 
the hemorrhage and infection, to watch the 
patient die at the end of three or four weeks, 
worn out by an offensive suppuration, the 
slow effort of nature probably to separate 
a totally necrotic pancreas; and this not in 
the usual type of patient in which this disease 
is encountered, but in a strong young girl. 

In one case of mine it was thought that the 
lesion was a pancreatic abscess of long stand- 
ing; the patient recovered. 

It is a sure anatomical fact that to attempt 
by operation the enucleation of a necrotic 
pancreas in the early days of that necrosis is 
exceedingly hazardous, because there is no 
line of demarcation, and the whole dissection 
has to be made through half necrotic bleeding 
parenchyma. 

The indication for operation in chronic 
lesions of the pancreas lies in the diagnosis 
either of some obviously operable lesion or in 
a strong suspicion of operability when in- 
operability means hopelessness. The lesions 
in which there should be little or no doubt as 
to the wisdom of operation are all perceptible 
tumors at or near the pancreas not clearly 
malignant and infiltrating. 

The presence of a tumor of the pancreas 
suggests exploration, even if its nature and 
extent are obscure, for no tumors deeply 


seated in the pancreatic area can be expected 
to disappear under palliative treatment. 
Many of them cannot be removed, it is true, 
but there is no way of being sure without 
exploration. They are all serious, most of 
them are fatal unrelieved, and many of them 
may be quickly, safely, and permanently 
removed. 

But, as it seems to me, it is in the cases of 
jaundice, even those that suggest very strong- 
ly cancer of the pancreatic head compressing 
the common duct, that we ought to be sure 
of our diagnosis. Unless there is cancer, the 
jaundice may be relieved by finding and re- 
moving the most unexpected of lesions. I 
have found too many cases of gall-stones and 
chronic pancreatitis to view with complacency 
the let-alone treatment of chronic jaundice, 
even upon a strong opinion in favor of malig- 
nancy. 

Gall-stones are so common a cause of pan- 
creatic disease that when the symptoms point 
to the pancreas, and when, in fact, the pan- 
creas is undoubtedly involved, there may be 
also gall-stones, easily removable; with their 
removal and biliary drainage the symptoms 
both of the gall-stones and of their effect upon 
the pancreas will sometimes disappear. 

If ever exploration is indicated it is in cases 
of suspected chronic pancreatitis. 

The general principle of surgical exploration 
under the uncertainties of diagnosis and the 
certainties of death without operation is more 
applicable to suspected disease of the pancreas 
than to almost any other part of the body. 
I cannot but believe that the reason for this 
lies in the situation of the pancreas, the diffi- 
culties of diagnosis, and the doubts that I 
for one must always feel in a diagnosis that 
forbids operation. I propose in these dis- 
eases a procedure that forever puts an end to 
doubt — the surgical exploration; and I say 
this feeling strongly every objection that can 
be raised by the most conservative to the 
surgical exploration per se. 

It is with many misgivings that I have 
made my contribution to this meeting of 
American surgeons, for I knew well how little 
I had to say upon the subject that I could say 
first-hand; and that, I take it, is what we 
wish to hear from each other. 

















—— 9 a | 
ar Sg” 








a. 











rn? 


7 
eT 





BREWER: SURGERY OF 


If my prognostications in the greater num- 
ber of lesions are too gloomy, Iam sorry. It 
is for us to make them less so by increased 
knowledge. 

The great obstacle to success in the 
majority of cases lies in the malignant 
element; and that is something which, for 
anatomical reasons, we cannot hope to over- 
come. 

To make the dissection and removal of re- 
movable lesions facile and safe, our efforts 
must lie in the direction of earlier diagnosis. 
So for the early and safe relief of those chronic 
inflammations which ciose the common duct, 
but which yield so easily to drainage through 
the gall-bladder. 

Our efforts in the detection and the relief of 
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benign causes of chronic jaundice must be 
redoubled, for I am sure that we abandon 
under the diagnosis of hopeless cancer re- 
lievable cases of impacted gall-stones. 

For the safest treatment —I should say, 
rather, for the least fatal treatment of acute 
infections —I am not sure that the wisest 
course will not be that which aids nature in 
throwing out a sphacelated pancreas rather 
than that which attempts the dissection of 
a pancreas half separated already. In any 
event, our earnest endeavor should be to cul- 
tivate an accurate diagnostic discrimination 
between the emergencies of all the viscera 
of the upper abdomen, as well as between 
those of the upper and lower abdomen. 

There is much to be learned. 





SOME OBSERVATIONS UPON THE SURGERY OF THE BILIARY 
PASSAGES!" 


By GEORGE EMERSON BREWER, M.D., New York City 


N response to the kind invitation of your 
President to be present and take part in 
this interesting symposium upon the 
surgery of the upper abdomen, I will 

present for your consideration and discussion 
a few desultory remarks upon the surgery of 
the biliary passages. 

Just how to approach the subject in the 
limited time at my disposal was difficult to 
decide. As I was aware that I was to address 
a body of men, most of whom were thoroughly 
familiar with the surgery of this region, to 
give a dogmatic text-book review of our pres- 
ent knowledge of the etiology, diagnosis, and 
treatment of the various surgical lesions of the 
gall-bladder and ducts would be wholly inap- 
propriate and a waste of your valuable time. 
On the other hand, to give an exhaustive 
analysis of my own personal cases would, I 
feel sure, only bore you, as my experience in 
this field has been more limited than many of 
my hearers. 

I was strongly tempted at first to give the 
records of a series of rather brilliant results, 


selected with care from a much larger number 
of mediocre successes, as it might lead some 
of you to believe that I possessed extraor- 
dinary technical skill or diagnostic acumen; 
but the recital of a few such cases could teach 
no useful lesson, as we are all familiar with 
the triumphs of surgery in certain desperate 
conditions, especially when aided by Nature, 
a sound constitution, and a high degree of 
normal resistance. 

As it has been my experience that we all 
learn more frm a study of our failures than 
our successes, it occurred to that it might 
be of interest to present this evening a record 
of my deaths, mistakes in judgment, errors 
in diagnosis, and technical transgressions, and 
perhaps with your help decide how some of 
my operative failures could have been avoided. 

Of a series of 175 operations occurring in 
private and hospital practice, to the records 
of which I had easy access, I find that I had 
twenty-six deaths, and made in the neighbor- 
hood of thirty-three errors in diagnosis. 

Let us for a moment examine into these 


3Read before the Clinical Congress of Surgeons of North America, Philadelphia November 8, 1911. See discussion, page 513. 








434 


twenty-six deaths, for if they do not neces- 
sarily indicate in each instance technical 
errors, they at least reveal professional dis- 
appointments; and our inquiry may show 
that better judgment or procedures other 
than those employed might have led to better 
results. 

Of the twenty-six fatalities, five followed 
cholecystostomy, thirteen cholecystectomy, 
two choledochotomy, three cholecystenter- 
ostomy, one a transduodenal choledochotomy, 
one an attempt to reconstruct the common 
duct, and one a simple exploration. Of the 
five following cholecystostomy, three were for 
the removal of stones. In one of these, 
death was in no way due to the operation, as 
the patient had a ruptured gall-bladder with 
spreading peritonitis, in which a quick opera- 
tion with drainage failed to arrest the progress 
of the infection. In another a septic cholan- 
gitis was already present at the time of oper- 
ation but not recognized. In this case the 
stones were removed and the gall-bladder 
drained without relief to the profound sepsis 
present. Had the septic cholangitis been 
recognized and drainage of the common duct 
instituted, recovery might have followed. 
The third case was that of a man of 47 
years of age, who had suffered from attacks 
of biliary colic for many years, but without 
jaundice or fever. In addition to these symp- 
toms, he had an old pulmonary tuberculosis, 
and a badly damaged heart. Being a man of 
wealth he had enjoyed the best climatic ad- 
vantages and skilled treatment for his cardiac 
complication. After years of prudence and 
careful living he had at last been pronounced 
cured of his tuberculosis, and had apparently 
a well compensated heart. At this time, 
however, his attacks of colic became more 
frequent and severe, and he consulted the 
writer regarding the advisibility of operation, 
as he felt that his vitality and resistance were 
being gradually lowered by the exhausting 
pain and use of drugs. After a number of 
tests of the heart action, after various forms 
of bodily exercise, both his attending physi- 
cian and I expressed to him our belief that 
he would be able to withstand the shock of a 
short operation with a skilled anesthetist; 
but that if the operation was prolonged the 
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risk would be considerable. He took the 
anesthetic well, the operation was easy, the 
gall-bladder opened and a number of stones 
removed. A rubber drain was introduced 
and the wound partly closed. There was 
very little trauma, practically no soiling of 
the peritoneum, and the entire procedure 
lasted less than thirty minutes. The pulse 
at the end of the operation was somewhat 
weaker, but regular, and no stimulation 
seemed for the moment indicated. The 
ether recovery was prompt and with but little 
nausea. During the afternoon and evening 
the pulse lost force, strychnine and a moder- 
ate dose of morphine were administered with 
slight temporary relief. Later digitalis and 
camphor were used, but he continued to 
grow weaker and in spite of the most vigorous 
stimulation he gradually sank and died within 
the first twenty-four hours after operation. 

In this case we undoubtedly had myo- 
cardial changes, in addition to the valvular 
disease, which were not revealed by examina- 
tion or our perhaps insufficient test of the 
heart’s action under exercise. 

I feel that my error in judgment in this case 
lay not so much in advising operation, as he 
had already been through every form of non- 
operative treatment without relief, but in 
not observing him more carefully, and for a 
longer period, ascertaining the arterial tension 
and perhaps giving him the benefit of a pre- 
paratory treatment which might render the 
heart action more secure and make him a 
better surgical risk. It is possible also that, 
had gas and oxygen been employed, or the 
amount of ether diminished by the prelim- 
inary use of scopolamine and morphine, the 
result might have been different. 

One death occurred following cholecyst- 
ostomy for drainage of an empyema of the 
gall-bladder with profound sepsis in an en- 
feebled woman seventy years of age. The 
case was one of neglect and entered the 
hospital in an almost moribund condition. 
The operation was of short duration and with- 
out difficulty; but the sepsis had progressed 
too far and I can not blame myself for the 
result. 

Among my cholecystectomy cases, there 
were thirteen deaths. In two of these death 
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was due to a complicating pneumonia, in two 
to pulmonary embolism, in two to advanced 
sepsis from neglect, in one to cerebral hemor- 
rhage, in one to a septic cholangitis, and in 
one to intestinal obstruction. 

In one of the pneumonia cases, the lung 
complication appeared the following day, 
probably due to the anesthetic; in the other 
it developed on the ninth day, the case other- 
wise doing well. One of the pulmonary em- 
bolism cases developed suddenly on the ninth 
day, and in the other one the twelfth day 
after operation, at a time when both cases 
were considered convalescent and out of 
danger. 

In the case of cerebral hemorrhage the 
symptoms developed late after operation, the 
patient dying on the twenty-third day. 
Autopsy revealed large basal hemorrhage. 
Abdomen showed no infection. 

Autopsy in the case of intestinal obstruc- 
tion revealed only a slight adhesive peritonitis 
in the wound area with an acutely angulated 
loop of jejumen adherent to under surface of 
liver. The case of cholangitis and the two 
of advanced and neglected sepsis had no 
resistance, and died from the progress of the 
infection. In one of the latter cases the pa- 
tient had had ten or twelve severe chills before 
operation and was desperately ill; in the other 
the sepsis had continued for four weeks before 
she was admitted to the hospital. In the 
writer’s opinion both had a fatal blood infec- 
tion, although no blood cultures were made. 
In none of these cases do I think that the fatal 
outcome was the result of bad judgment or 
technical errors. 

In the three remaining cases, I believe the 
fatal outcome to be due to technical errors. 

One of these was the case of a man 55 years 
of age who had suffered from gall-stone colic, 
and later symptoms of a septic cholecystitis. 
As these symptoms had not yielded to judi- 
cious medical treatment, he was sent to the 
Roosevelt Hospital for operation. The gall- 
bladder containing a number of stones and 
distended with pus was removed. During 
the operation there was considerable soiling 
of the neighboring peritoneum with pus. 
This was removed with sponges and irriga- 
tion with normal salt solution. Adequate 
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drainage was inserted and the wound partly 
closed. He progressed without symptoms 
of advancing sepsis for four days, when in a 
state of great nervous excitement he jumped 
out of bed and rushed to the window. This 
was immediately followed by a sharp rise of 
temperature and signs of spreading peri- 
tonitis, from which he died. It is probable 
that in this case there was a localized peri- 
toneal infection due to the soiling of the 
peritoneum at the time of operation. As the 
case was progressing favorably with a gradual- 
ly lowering temperature, it is likely that the 
result would have been a small localized 
abscess which could have been opened and 
drained later, but that the severe muscular 
effort of jumping out of bed led to a dis- 
semination of the infectious material and his 
fatal peritonitis. 

At that time, a number of years ago, I was 
not as careful as I now am to protect the peri- 
toneum from leakage from the cut cystic duct 
in the removal of infected gall-bladders, and 
this error was probably the predisposing 
factor in his spreading infection. In the 
second case, on operation I found a gall- 
bladder buried in firm adhesions to the duo- 
denum and colon. In separating these a good 
deal of trauma resulted to the surrounding 
tissues. While separating the gall-bladder 
from the second portion of the duodenum, 
the latter was torn open, due, as I afterwards 
discovered, to the rupture of an old fistulous 
tract between the two viscera, resulting prob- 
ably from the ulcerating through of a large 
calculus. As a result of this accident a large 
amount of the duodenal contents escaped and 
contaminated the surrounding structures al- 
ready rendered more susceptible to infection 
by the previous trauma. The duodenal 
wound was repaired, and the gall-bladder 
removed, but a rapid septic peritonitis devel- 
oped which resulted fatally in four or five 
days. This case also occurred early in my 
practice, and at a time when my judgment 
and technical skill were but imperfectly 
developed. 

In the third case, we had to do with a wo- 
man 43 years of age, who for six months had 
been suffering from severe attacks of pain, 
chills, fever, and jaundice. She had lost 
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between forty and fifty pounds in weight, and 
was greatly prostrated. She also had the evi- 
dences of a chronic diffuse nephritis. Although 
her condition was far from satisfactory, as her 
sepsis was constantly advancing, operation 
seemed to offer her the only chance of life. 

Under ether anesthesia the abdomen was 
opened by a Bevan incision. On inspection 
the stomach and duodenum were found to 
be drawn well over to the right and firmly 
adherent to the gall-bladder and under sur- 
face of the liver. This apparently caused an 
acute angulation cf the common duct, causing 
more or less complete obstruction. The 
opening in the abdominal wall was enlarged 
by a transverse incision of the rectus muscle, 
and the gall-bladder now more freely exposed, 
removed with considerable difficulty. While 
removing the gall-bladder an indurated mass 
was felt in the liver parenchyma, and on 
opening this an abscess containing a single 
gall-stone was evacuated. Considerable 
hemorrhage followed this procedure, which 
was only controlled by the introduction of 
several deep mattress sutures of catgut. 
The operation was quickly concluded, as the 
patient was suffering from shock. Various 
stimulant measures were employed but she 
died in twenty-four hours. Death in this 
case undoubtedly resulted from a too pro- 
longed operation necessitated by unexpected 
conditions and difficulties. 

There were two deaths following cholo- 
dochotomy for stone. The first of these was 
in an unmarried woman fifty years of age, 
who had a long history of gall-stone colic with 
numerous attacks of jaundice and infection 
of the gall-bladder and surrounding struc- 
tures. The patient also suffered from mal- 
nutrition and chronic nephritis. 

On operation, the pylorus, duodenum, 
gall-bladder and colon were found to be mat- 
ted together by firm adhesions. These were 
separated with difficulty and a small shrunken 
gall-bladder finally discovered lying in a mass 
of dense connective tissue. With consider- 
able difficulty the cystic duct was exposed 
and divided between two clamps. The gall- 
bladder containing muco-pus and a solitary 
stone was excised. The common duct was 
next palpated and found to contain a large 
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calculus. The proximal clamp on the cystic 
duct was removed and a quantity of bile im- 
mediately escaped. On careful inspection 
it was found that the cystic duct had been 
entirely removed with the gall-bladder, the 
cysticus division having been made at the 
point of its implantation into the common 
duct. A probe was passed upward and down- 
ward and the stone found just below the duct 
opening. This was removed with some diffi- 
culty after enlarging the opening into the 
common duct, and hepaticus drainage with 
a rubber tube established. 

The operation was a difficult one and some- 
what protracted owing to the density of 
adhesions and the time consumed in exposing 
the parts. The postoperative history is 
briefly told. She recovered promptly from 
the anesthetic, but complained bitterly of 
pain and distress in the neighborhood of 
the wound, and it required large doses of 
morphine to overcome the intense restless- 
ness which was present from the time she 
regained consciousness. The pulse rapidly 
lost its force and became irregular, the skin 
assumed a cyanotic hue, she seemed prostrat- 
ed, did not respond to stimulation, and died 
at the end of forty-eight hours. 

In this case we had to do with a patient 
already exhausted by prolonged suffering, 
sepsis, and cholemia. The mistakes made 
were: 1st, prolonged operation; 2d, wounding 
the common duct in the removal of the gall- 
bladder; 3d. contamination of the wound by 
the sudden flow of infected bile from the dis- 
tended common duct. Yet none of these 
technical errors, in my opinion, had anything 
to do with the fatal outcome. The patient 
was not seriously shocked by the operative 
procedures, sufficient time had not elapsed 
to bring about death from sepsis, or uremia; 
and certainly the removal of too much of the 
cystic duct, while regrettable, could not have 
been a factor, for it was necessary still further 
to incise the duct to effect removal of the 
stone. The possibility of death from slow 
hemorrhage due to the cholemia could not 
be excluded, as there was no autopsy, but if 
so, no sign of it appeared in the external 
wound, and at the time its possibility was not 
considered. 


BREWER: SURGERY OF 


My own conclusion was, that death was 
due to myocardial changes from prolonged 
sepsis, although no evidence of cardiac dis- 
ease was noted before operation. 

In my second case there was also a long 
standing history of biliary colic, a single 
attack of transitory jaundice, but no evidence 
of recent infection. The man was other- 
wise well and I considered him a particularly 
good operative risk. The operation was 
without difficulty, the gall-bladder contain- 
ing twelve large stones was removed, the 
common duct opened and one oval calculus 
extracted. The wound was partly closed by 
layer suture with hepaticus drainage. 

There was a sharp rise of temperature to 
103° after operation, but this gradually came 
down to the normal on the eighth day when 
the stitches and drainage tubes were removed. 

About this time he had a coughing fit, 
which partly opened the wound, and several 
days later, having a normal temperature, he 
was again given gas and ether and the wound 
carefully repaired by layer suture. 

Following this second anesthetia there was 
also a rise of temperature to 102°, but this 
promptly subsided and remained absolutely 
normal until the day of his death. During 
this period, however, he became discouraged 
and mentally depressed. He refused his food, 
coughed considerably and grew rapidly weak- 
er. There was no sign of peritonitis or other 
infection, the urine became scanty and he 
became mildly delirious, at night; on the 
eighteenth day his temperature suddenly rose 
to 107.4° and he died within twenty-four 
hours. 

On autopsy the only lesions found other 
than the adhesive peritonitis about the wound 
area were a marked parenchymatous degen- 
eration of the liver and kidneys, hypostatic 
congestion of the lungs, and a small separate 
localized area of adhesive peritonitis in the 
pelvis. 

I am wholly at a loss to account for the 
extraordinary sequence of events in this case, 
and aside from a slight superficial wound in- 
fection can recall no evidence of technical 
errors. 

In one case death followed a transduodenal 
choledochotomy, due as I now believe to my 
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the case of a man 72 years of age, who had 
suffered from severe gall-stone colic some 
sixteen years before his present attack. Fol- 
lowing that colic he remained in excellent 
health until ten days or two weeks before I 
was called, when he experienced another 
severe attack of colic followed by jaundice 
and high fever. After four or five days of 
acute illness he began to improve and was 
able to sit up out of bed. The fever dropped 
nearly to the normal, the jaundice lessened 
and he seemed convalescent. A day or two 
later, however, he had a chill followed by 
fever and a return of the colic and jaundice. 
This was followed next day by another chill 
and great prostration. 

When I saw him twenty-four hours later 
the fever had subsided, and it was thought 
that the jaundice had diminished somewhat 
in intensity. On examination, there was 
acute sensitiveness to pressure over the gall- 
bladder and a fair amount of muscular rigid- 
ity. He was transferred to the Roosevelt 
Hospital, and kept under observation for a 
week or more, in the hope that the symptoms 
would subside. The urine was loaded with 
bile, the stools clay colored, but he seemed 
brighter and the fever gradually diminished. 
At the end of this period, as there had been no 
improvement in the jaundice, and as it was 
thought that his condition would bear op- 
eration, it was decided to undertake it, the 
diagnosis being subacute cholecystitis and 
common duct stone. 

Under ether anesthesia the abdomen was 
opened and a small contracted gall-bladder 
found attached to the second part of the duo- 
denum by two short fibrous cords about half 
a centimeter in diameter. The finger intro- 
duced through the foramen of Winslow re- 
vealed a very much dilated common duct 
with an elongated mass below the entrance of 
the cystic duct and extending along the head 
of the pancreas. This mass could also be 
felt through the walls of the duodenum, and 
gave the sensation of an enormous calculus. 
With a view to obtaining better access to the 
common duct, and doing away with an in- 
fected and apparently useless gall-bladder, 
this organ was freed from some surrounding 
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adhesions and removed. In dividing the 
two fibrous cords connecting this viscus with 
the duodenum, it was found that one of them 
was previous and from its lumen a small 
amount of cloudy, foul-smelling bile exuded. 
The duodenal extremity of this tube was 
clamped and the now freely exposed upper 
segment of the common duct opened by a 
longitudinal cut. From this opening a large 
amount of pus and bile escaped and was 
quickly removed by gauze sponges. On fur- 
ther investigation the solid mass within the 
duct was found to be a thick, putty-like col- 
lection of inspissated bile and purulent 
detritus. After removing most of this, it 
was found that that lodged in the lower 
segment of the duct near the papilla could not 
be dislodged by the curet, or by digital press- 
ure, and that it was impossible to pass a 
sound or probe into the intestine. A longi- 
tudinal incision was then made through the 
wall of the second portion of the duodenum 
and the mass attacked from the region of the 
papilla. By enlarging the duodenal orifice 
of the duct, the putty mass was finally re- 
moved and a large probe passed downward 
from the duct incision into the duodenum. 
As there had been considerable trauma to the 
duct by the various manipulations necessary 
to effect removal of the thickened bile, and as 
it was feared that the orifice might again 
become closed by inflammatory adhesions, a 
small rubber tube was passed into the duct 
from above, the lower end of which emerged 
well into the lumen of the duodenum. The 
duodenal wound was next sutured, the fistu- 
lous stump inverted and closed by a purse 
string suture; additional hepaticus drainage 
established by the introduction of a second 
rubber tube, and the abdominal wound partly 
closed after the usual toilet of the peritoneum. 
When the patient left the table his condition 
was far from satisfactory, as the operation had 
been long, laborious, and attended with a good 
deal of manipulative trauma. He responded, 
however, to the various stimulant measures 
employed, and passed a fair night. The 
drainage from the duct was small but appar- 
ently adequate and his condition at the end 
of forty-eight hours seemed to all of us satis- 
factory. On the third day the bowels were 
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freely moved, and his condition seemed mark- 
edly improved, the jaundice diminished, the 
fever gradually lessened, and the pulse was 
strong. He took nourishment well, and 
passed a comfortable night. The abdomen 
was moderately distended but soft and there 
was but little tenderness except in the region 
of the wound. Several other movements of 
the bowels occurred during the fourth day 
with improvement in his general condition. 
On the fifth day he developed cough, and 
difficulty in breathing with a sharp rise in 
temperature and rapid respiration. On the 
sixth day there were well marked evidences 
of consolidation in the lower lobes of both 
lungs and he died the following night. 

In this case we evidently had a permanent 
fistula connecting the gall-bladder with the 
duodenum caused by the ulcerating through 
of a large gall-stone years before. It is prob- 
able also that the opening being large most 
of the bile passed from the hepatic duct to 
the bowel through the cystic duct gall-bladder 
and this fistula, and that the stagnating bile 
in the lower segment of the common duct 
gradually became inspissated, forming the 
dense occluding mass. The last attack may 
have been due to an increase in the mass of 
inspissated bile filling the common duct above 
the cysticus entrance, or to an infection of the 
gall-bladder which caused oedema and oc- 
clusion of the now narrow fistulous opening. 

In any event it would have been wiser in 
my judgment to have left the gall-bladder 
and its fistula intact and to have removed the 
foreign body in the common duct by a simple 
transduodenal choledochotomy. It would 
have saved much time and manipulative 
trauma and insured two duodenal outlets for 
the bile. 

I cannot but feel, however, that had it not 
been for the pneumonia he certainly would 
have recovered even from my unwise pro- 
cedure. 

I have now to record three deaths following 
cholecyst-duodenostomy. One of these, a 
woman 69 years of age, was admitted to the 
hospital in a wretched condition of malnutri- 
tion, suffering from a permanent biliary fis- 
tula, the result of a cholecystostomy per- 
formed in another hospital fifteen months 
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ago. The history pointed to stone being left 
in the common duct. 

On opening the abdomen a U-shaped gall- 
bladder was found, seven inches in length and 
three in diameter, filled with contaminated 
bile. A trans-duodenal choledochotomy was 
performed, the papilla found, its lumen enter- 
ed and dilated with Kocher forceps. No 
stone was detected in the duct. The gall- 
bladder was next mobilized and cut off near 
its ampulla, and the stump sutured to the 
duodenal wound, leaving thereby a double 
outlet for the bile. The operation was 
exceedingly difficult, on account of very ex- 
tensive adhesions about the gall-bladder and 
duct region, associated with a good deal of 
tissue trauma and considerable soiling of the 
neighboring structures. 

The postoperative history was one of a 
rapidly spreading peritonitis and death. This 
in my opinion was due to prolonged opera- 
tion, excessive tissue trauma, necessitated by 
the dense adhesions, and an unavoidable 
but excessive amount of wound contamina- 
tion from bile and duodenal contents. I am 
inclined to think that my defective judgment 
in this case lay in deciding upon the trans- 
duodenal operation, rather than attacking 
the duct from above, although at the time 
that appeared to be an almost hopeless 
undertaking. 

Both of the other deaths following 
cholecyst-duodenostomy were in cases of 
chronic jaundice from cancer of the head of 
the pancreas. In one the diagnosis was made 
before operation, in the other, anatypical 
case, the cause of the jaundice was thought 
to be a common duct stone. In both in- 
stances the wall of the gall-bladder was ex- 
tremely thin from prolonged and excessive 
dilatation, and in both the anastomosis was 
difficult on this account. Both promptly 
developed symptoms and signs of leakage 
and a spreading peritonitis, which resulted 
fatally in three or four days. 

It is a well known and generally admitted 
fact, that in cases of advanced malignant dis- 
ease tissue repair is slow and often imperfect. 
The writer on two occasions has observed 
an abdominal wound which had apparently 
healed by first intention, drop apart as soon 


THE BILIARY PASSAGES 439 


as the stitches were removed on the sixth 
and seventh day after operation. Both of 
these patients had inoperable carcinoma of 
the cardiac extremity of the stomach or 
esophagus, for which gastrostomy had been 
performed. In cases of cholecyst-enterost- 
omy for cancer of the pancreas or common 
duct, we have not only to deal with the de- 
layed and imperfect repair of malignant dis- 
ease, but often an extremely thin and anemic 
gall-bladder wall, easily torn by the insertion 
of sutures at the time of operation, or by the 
act of vomiting or severe cough after the ab- 
domen has been closed. 

The writer is inclined to agree with Moyni- 
han, who says that ‘‘Cholecystenterostomy 
for these cases is a dangerous operation, its 
mortality would appear to be near to 75 per 
cent, almost prohibitive.” 

It is the writer’s opinion, therefore, that all 
of these cases of obstructive jaundice from 
inoperable malignant disease had best be 
left alone; although the intolerable itching will 
often induce these patients to beg for some 
measure of relief even at the risk of so dan- 
gerous a procedure. 

The same may be said of any other opera- 
tion, exploratory, or palliative, in advanced 
malignant disease of these organs. In all 
of these cases the resistance is low both to 
shock and infection; and where chronic 
cholzmia is present there is the added danger 
of a fatal capillary hemorrhage. 

In confirmation of this the writer will report 
three additional deaths following operation in 
cases of this kind. One was a simple explora- 
tory incision in a case of advanced cancer 
of the gall-bladder, liver and colon; one a 
cholecystectomy for a very much diseased 
gall-bladder containing 137 calculi. In this 
case there was a massive induration about the 
ducts thought at first to be of inflammatory 
origin. Examination of a small section of 
this tissue, however, showed it to be adeno- 
carcinoma. In the remaining case the lesion 
was also carcinoma of the head of the pan- 
creas. In this instance the gall-bladder was 
drained in the hope that the induration might 
be due to a chronic interstitial pancreatitis. 

In all of these cases the operation was easy 
and quickly performed. Undoubtedly all 
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would have recovered if they had possessed 
a normal resistance. None seemed to suffer 
from postoperative shock. In two, there was 
no sign of infection, yet both began to fail 
about the third day after operation, grew 
gradually weaker, and died in spite of vigor- 
ous stimulation. In the third case there was 
a moderate infection of the diseased area 
which showed no tendency to heal, and al- 
though the patient lived 77 days, and strictly 
speaking could not be said to have died as the 
result of the operation, yet the operation 
certainly increased her discomfort and may 
have contributed to the fatal outcome. 

In the following case death followed a sec- 
ond attempt at hepatico-duodenostomy. The 
patient had lost most of his common duct 
through suppuration and gangrene following 
a cholecystectomy for a fulminating gan- 
grenous cholecystitis. After recovery from 
the profound and almost fatal sepsis, the 
writer attempted to create a new common 
duct by the method of Sullivan—that is, by 
fastening one end of a rubber tube to the 
interior of the hepatic duct stump, inserting 
the other end into the duodenum through a 
small incision, and wrapping the intervening 
exposed portion with omentum. The im- 
mediate result was most satisfactory. The 
abdominal wound healed primarily, bile was 
abundantly discharged into the intestine and 
the patient gained rapidly in health and 
experienced no untoward symptoms. At 
this time a preliminary report of the case was 
read before the American Surgical Association 
at its last meeting in Washington. At a 
later period one or two transitory attacks of 
pain and jaundice occurred, which were 
spontaneously relieved, but shortly thereafter, 
it became evident that the newly constructed 
duct failed to functionate, and the patient was 
readmitted to the hospital in a state of pro- 
found cholemia. The last attempt to afford 
relief in this case proved fatal. On operation 
dense adhesions obliterated all local land- 
marks, and it was only after prolonged search 
that the short stump of the hepatic duct was 
found imbedded in a mass of cicatricial tissue. 
An attempt was made by mobilizing the duo- 
denum to draw it upward and effect a union 
with the hepaticus stump. In this we were 
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unsuccessful, for leakage occurred, peritonitis 
developed and the patient rapidly succumbed. 

In reviewing the history of this case I am 
not at all sure that the result would have been 
different had any other procedure been em- 
ployed. We could not utilize the gall-bladder 
for at the primary operation that was found 
to be hopelessly destroyed by suppuration and 
gangrene. At the second operation instead of 
the method of Sullivan we might perhaps have 
effected an anastomosis by the procedure 
recommended by Mayo, which was attempted 
in the last operation, but as I recall the con- 
ditions, it does not seem at all probable that 
anything like a firm union could have been 
made by suture of the short friable oedema- 
tous stump of the hepatic duct with the 
mobilized duodenum. 

The writer has lost only one case from 
capillary hemorrhage in grave cholemia. In 
this instance an exploratory operation was 
undertaken in a case presenting all the 
evidences of an hypertrophic cirrhosis, but 
in which a previous history of biliary colic 
led to a measure of reasonable doubt. 

At the operation no stones were found, and 
the abdomen was quickly closed. Appre- 
ciating the danger of hemorrhage, every 
bleeding point was firmly secured by ligature. 
Oozing began shortly after the operation, 
however, and persisted in spite of every 
effort to control it, the patient dying at the 
end of four days. 

This case occurred many years ago, before 
we began to employ the calcium salts or 
serum for this condition. 

Since that time the writer has employed the 
lactate of calcium or rabbit serum in all such 
cases, and has never again encountered bleed- 
ing of this character. 

One of the most extraordinary cases that 
has come under my observation is the follow- 
ing. An emaciated man between 50 and 60 
years of age entered the hospital complaining 
of persistent vomiting, progressive asthenia, 
and loss of weight. There had been no his- 
tory of gall-stone colic, no marked pain after 
eating, but rather a long period of indefinite 
digestive discomfort before the vomiting 
began. Physical examination and _ gastric 
analysis showed the unmistakable evidences 
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of pyloric obstruction with an absence of free 
hydrochloric acid. In fact, every symptom 
and sign pointed to pyloric carcinoma. On 
operation the stomach was found to be 
dilated but without trace of organic disease. 
The second portion of the duodenum seemed 
converted into a hard nodular tumor which 
was firmly adherent to the gall-bladder. On 
palpating this tumor, the sensation imparted 
to the hand was that it contained a number of 
hard bodies closely packed together. A 
longitudinal incision was made through a 
thick fibrous duodenal wall and a pocket was 
found lined by mucous membrane containing 
about one dozen moderate sized gall-stones 
and a small amount of foul-smelling pus. 
This pocket was limited above and below by 
a hard, almost cartilaginous, constriction of 
the bowel. About the center of this pouch 
there was found a small fistulous communica- 
tion leading to a shrunken indurated gall- 
bladder. This viscus also contained a quanti- 
ty of pus and a number of rather large gall- 
stones. The indications in this case were 
clear: to remove the foreign bodies, remove or 
drain the infected gall-bladder and re-establish 
an adequate communication between the 
stomach and bowel. As I had already made 
a londitudinal incision through the anterior 
wall of the duodenum, I decided to continue 
this upward and on to the stomach wall and 
to perform a Finney gastroduodenostomy. 
Before undertaking this, however, I divided 
the fistulous communication between the 
duodenum and gall-bladder and closed the 
duodenal extremity. The gall-bladder was 
next removed with considerable difficulty and 
trauma on account of its deep location and 
adhesion to neighboring structures. Just as 
I was beginning the sutures in the gastro- 
duodenostomy, the anesthetist announced 
that the patient’s condition was becoming 
serious, The suturing was hastily completed 
and the patient saved from death on the table 
only by a timely intravenous infusion of 
normal salt solution. At the completion of 
the operation the patient was returned to 
his bed, external heat applied, and vigorous 
stimulation employed but without result, as 
he died of shock in a few hours. 

In reviewing the sequence of events in this 


THE BILIARY PASSAGES 441 
case, a number of errors are apparent. I do 
not blame myself for the mistake in diagnosis, 
for with the data at hand, such a condition as 
existed could not have been suspected even 
by the most expert diagnostician. What I do 
blame myself for, is that I made a fatal error 
in my choice of operation. In such a case, 
enfeebled and emaciated by starvation, and 
exhausted by prolonged vomiting, the quick- 
est possible procedure which would relieve 
the most important symptom should have 
been employed. 

As starvation from pyloric stenosis was the 
most important factor in the man’s condition, 
a rapid gastroenterostomy should have been 
performed and everything else left for a 
secondary operation when the state of his 
nutrition had been improved. 

Two reasons led me to adopt the method 
employed. The first of these was that I 
already had an infected but well walled-off 
area of the abdominal cavity ready for opera- 
tion, and to have extended my incision, raised 
the transverse colon, and thus secured suffi- 
cient space for my gastroenterostomy would 
have taken considerable time, and exposed a 
much larger peritoneal surface to contamina- 
tion from the already infected gall-bladder 
area. My second reason was that as [I al- 
ready had my incision in the duodenum, I 
felt that I could complete the Finney opera- 
tion quicker than to close my duvdenal 
incision and perform a gastroenterostomy. 
I now recognize that in this and in deciding to 
remove the gall-bladder I committed a grave 
error in judgment. 

As I have already consumed a good deal of 
your valuable time in the discussion of my 
fatal cases, the consideration of my mistakes 
in diagnosis will be brief. As a number of 
those mistakes have already been reported 
among the fatal cases, their histories will not 
be reported. To save time also I shall omit 
all consideration of that fairly large group 
of atypical cases, where, after a careful 
analysis of the symptoms and signs, we are 
unable to arrive at a diagnosis between ulcer 
of the stomach or duodenum and disease 
of the gall-bladder and ducts, but in which 
the indications clearly demand an exploratory 
operation. The differential diagnosis in 
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these cases has been so ably considered by 
Graham and others that I will not burden 
you with a recital of my own limited observa- 
tions. 

Of the thirty-three cases which I have 
selected for this report, three were cases in 
which I mistook a definite gall-bladder lesion 
for some other disease; thirty were cases in 
which I made a definite diagnosis of gall- 
bladder or duct lesion, or thought such to be 
probable or possible, but in which operation 
revealed an entirely different lesion or no 
lesion at all. 

In the first group, my first case, which was 
thought to be carcinoma of the stomach, 
proved on operation to be that remarkable 
case of gall-stones occupying an enclosed 
segment of the duodenum, just reported. 
My second case was that of a middle-aged 
woman, who entered the hospital complain- 
ing of slight epigastric discomfort and a 
movable tumor situated just to the right of 
the umbilicus. The tumor was a hard, smooth 
nodule about the size of an English walnut, 
which could be freely moved about in every 
direction and with no apparent connection 
with the liver. In considering the diagnosis 
we felt that we could exclude everything 
except an omental or mesenteric cyst, a small 
fibroma, or sarcoma of the small intestine 
which had not encroached upon its lumen. 
On operation the tumor proved to be a car- 
cinoma of the gall-bladder which was entirely 
separated from the liver substance, and 
rendered freely movable by the presence of a 
long mesentery. 

The third case was that of a woman 53 
years of age who, following typhoid fever, 
had complained of pain in the upper abdomen 
and right chest, with cough, fever and embar- 
rassed respiration. On examination, the liver 
dullness extended upward to the nipple in 
front and to the angle of the scapula behind; 
the lower margin of the liver extended three 
inches below the costal border. There were 
creptant rales and friction sounds over the 
right base, and pressure over the entire right 
lower chest was everywhere painful. Al- 
though there was tenderness all along the 
lower margin of the liver it was not more 
painful over the gall-bladder area and no gall- 


bladder tumor could be detected. The his- 
tory of the case, following typhoid fever led 
us to suspect a cholecystitis, but after the 
physical examination I considered the condi- 
tion abscess of the liver. On operation the 
liver was found to be greatly enlarged, the 
lower border extending well downward and 
covering a large gall-bladder distended with 
us. 

As will be appreciated all of these cases 
were atypical and I do not regard my mistakes 
in this class as particularly blameworthy. 

In the second class, where my diagnosis of 
gall-bladder or duct lesion was found to be 
incorrect, we have thirty cases. In five of 
these the lesion was found to be renal, in three 
of the appendix, in three definite inflammatory 
adhesions were present, in three gummata of 
the liver, in three chronic pancreatitis, in two 
enlarged lymph nodes causing stenosis of the 
ducts, in three cirrhosis of the liver, in two 
carcinoma of the head of the pancreas, in two 
carcinoma of the liver, in one carcinoma of 
the gall-bladder and colon, while in three no 
lesion of any kind could be discovered. 

Of my five cases of renal infection simulat- 
ing cholecystitis, four were threateningly 
acute in character and have already been 
reported in a communication on acute uni- 
lateral hematogenous infections of the kid- 
ney; the fifth case was of the same character 
but more subacute. 

The following case will serve as an example, 
as they were all quite similar. A married 
woman, 32 years of age, was admitted to the 
Roosevelt Hospital suffering acute pain in the 
right upper quadrant of the abdomen. The 
attack began with aslight chill, followed by a 
gradually increasing pain in the gall-bladder 
area and a sharp rise of temperature. Nausea 
and vomiting were present during the first 
four hours. On examination, there was ex- 
quisite pain on pressure and marked muscular 
rigidity over the right upper quadrant. These 
signs extended downward to the inguinal 
region but with diminished intensity. There 
also was a well-marked point of costo-verte- 
bral tenderness on the same side. Tempera- 
ture 104°, pulse 136. The following day the 
temperature had fallen to 102°, but the tender- 
ness and rigidity in the gall-bladder area were 
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not lessened, and as the patient appeared 
prostrated and looked extremely ill, operation 
was undertaken. An incision was made over 
the gall-bladder area and all intraperitoneal 
viscera in this region found to be normal. A 
marked oedema of the peritoneum overlying 
the right kidney led us to close the abdominal 
incision and expose the kidney by the lumbar 
route. Here we found cedema of the peri- 
renal fat and a large swollen purple kidney, 
the parenchyma of which was studded with 
innumerable septic infarcts. This was re- 
moved and the patient made a rapid and com- 
plete recovery. 

The mistake in this case was in incomplete 
observation. Had a careful urinary analysis 
been made, it would have demonstrated a 
trace of albumen, a few red and pus cells in 
the centrifuged sediment. This would have 
led to cystoscopy and ureteral catheteriza- 
tion, which would have shown that the func- 
tion of that kidney had been practically sus- 
pended. The other cases of this series were 
so similar that an individual report of each is 
unnecessary. 

In a large number of cases of chronic appen- 
dix lesion, we have symptoms strongly sug- 
gesting disease of the upper abdomen. In my 
own experience these symptoms are more 
prone to simulate those of gastric or duodenal 
ulcer than gall-stone disease. In each of the 
following three cases, however, the mimicry of 
a gall-bladder lesion was marked: 

A man, 50 years of age, had suffered from 
indigestion for many years. Of late he had 
experienced numerous attacks of pain in the 
upper right quadrant, coming on at irregular 
intervals, without fever and without any rela- 
tion to the intake, kind, or quantity of food. 
Occasionally he complained of pain in the 
cecal and sigmoid regions, but this was less 
severe and of short duration. Examination 
showed. moderate tenderness over the sigmoid 
and appendix regions and very definite and 
well-marked pain on pressure over the gall- 
bladder area. On operation the gall-bladder, 
stomach and duodenum appeared normal, 
and the wound was therefore closed. A 
second incision in the right inguinal region 
revealed a long, very much thickened and 
angulated conical appendix, the lumen of 
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which was filled with fluid and solid fecal 
matter. 

My second example of this condition was 
that of a young married Armenian woman, 
who had suffered for several years from occa- 
sional attacks of very severe upper abdominal 
colic, extending to the back and shoulder. 
She also suffered from rather indefinite diges- 
tive disorders, due probably to gas and hyper- 
acidity, which were more marked during the 
periods of colic. In this case there was also 
a marked Murphy’s sign. Appendix region 
free from tenderness, gastric analysis nega- 
tive. On operation the gall-bladder, stom- 
ach, and duodenum were found normal, but 
an angulated, thickened appendix was 
removed with complete disappearance of 
symptoms. 

The third case was sent to me by an able 
practitioner with a definite diagnosis of 
chronic cholecystitis. There had been a 
number of attacks of pain in the gall-bladder 
region associated with nausea, occasional 
vomiting and marked tenderness at the 
junction of the outer border of the rectus 
muscle with the ninth rib. With each of these 
attacks there had been fever, chilly sensa- 
tions, and marked prostration. In one at- 
tack, which lasted some ten days, there was 
well-marked costo-vertebral tenderness, and 
on one occasion a few blood and pus cells were 
found in the urine. There was also a positive 
tuberculin skin reaction. The writer post- 
poned operation in this case until he had 
observed two of these attacks from beginning 
toend. From these observations he conclud- 
ed that they were in all probability of gall- 
bladder origin. On operation the gall-blad- 
der, stomach, and duodenum were found to 
be normal. The kidney was exposed but 
showed no definite surgical lesion. At last 
we turned to the appendix and found a 
chronically thickened, recently inflamed and 
oedematous organ lying in the retro-colic 
areolar tissue, reaching almost to the liver, 
and for a short distance in contact with the 
ureter. This was removed and the patient 
made a complete and permanent recovery. 

In one of the cases where only an adhesion 
was found, there had been a number of attacks 
of perfectly characteristic gall-stone colic, but 
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without jaundice or fever. In this case we 
found a thickened band of peritoneum pass- 
ing from the neck of the gall-bladder across 
the duodenum, slightly constricting this por- 
tion of the intestine. Division of this gave 
complete relief, although at the time I confess 
that I had serious doubts of its being an 
etiologic factor in the painful attacks. 

In the second case there had been attacks 
of upper abdomen pain for many years, in a 
thin, neurotic subject with pretty constant 
tenderness over the gall-bladder area. She 
had suffered during most of her married life 
from various rather indefinite abdominal 
symptoms, and had already submitted to an 
appendectomy and some other pelvic opera- 
tion, which had only resulted in shifting the 
seat of her pain to the upper abdomen. 

As a well-known specialist had expressed 
the belief that she had gall-stones, and as that 
condition would easily account for her now 
rather localized symptoms, I consented to 
operate. On opening the abdomen we found 
a definite inflammatory band passing from 
the summit of the gall-bladder to the omen- 
tum, which with a moderate ptosis of all the 
organs in the upper abdomen might easily 
have produced a painful traction on the gall- 
bladder. Division of this band seemed clear- 
ly indicated, and on leaving the hospital, she 
expressed herself as relieved from the pain. 
Eight months after operation she reports 
herself as well, never having had occasion to 
consult a physician since her operation. 

My third patient was also a highly neurotic 
individual, unhappy in her home life, sensa- 
tive, erratic, highly strung, and subject to 
fits of uncontrollable anger. During these 
attacks she would lose all self-control and give 
away to a prolonged period of hysterical weep- 
ing. These outbursts of temper would in- 
variably be followed by attacks of severe pain 
in the gall-bladder region, which would radi- 
ate to the back and shoulder, and require 
large doses of morphine for their relief. Ex- 
cept during an attack the physical signs were 
negative. There had been no jaundice and 
fever was rarely present. I declined to 
operate at first, as I felt that the symptoms 
were entirely of neurotic origin. Later after 
a consultation with a number of medical men, 


including a general practitioner, a neurologist, 
and a stomach specialist, all men of national 
reputation, I reluctantly consented to operate. 
We found the gall-bladder, stomach and duo- 
denum normal, but a broad, dense band of 
adhesions uniting the first portion of the 
transverse colon to the right free border of 
the liver. This was removed and the patient 
left the hospital completely relieved of her 
discomfort. One year later she reported that 
she had been entirely free from her attacks 
of pain and had been able to exercise a normal 
amount of self-control. Whether or not my 
surgery had anything to do with this happy 
result I leave for my hearers to judge. 

In this connection it might be of interest 
to record the histories of three patients in 
whom no lesions were found. Two of them 
had histories similar to the one just reported. 
Both were unmarried young women, daugh- 
ters of wealthy parents, thin, neurotic and 
without self-control. Both were surrounded 
by vicious home influences where they were 
petted and pampered and driven further into 
a state of chronic invalidism by every form of 
suggestion. Both suffered from bad diges- 
tion, chronic constipation, and attacks of 
upper abdomen pain, with tenderness over 
the gall-bladder area. Both had been through 
the gamut of stomach analyses, with negative 
result. One had had her appendix removed, 
and both at times had been bed-ridden. 
Both patients had been referred to me by a 
practitioner in whose judgment and diag- 
nostic skill I had great confidence, who ex- 
pressed the belief that cholelithiasis was 
the most probable diagnosis. On operation 
no lesion was found, although I removed a 
normal appendix in one, and ruptured a tiny 
adhesion between the left extremity of the 
transverse colon and diaphragm in the other. 
One was made worse by the operation, due as 
I believe to adding a traumatic neurasthenia 
to the already wretched nervous state. The 
other, strange to say, was entirely cured. 

The favorable result in this case I believe 
to be due to the excellent management of her 
case by a thoroughly intelligent nurse, who 
bullied her, ridiculed her notions and fears, 
made her eat roast beef, steak, potatoes, and 
other solid food, insisted upon her getting up 
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and walking about, took her to the theatre, 
and kept her away from her family. In six 
months she had gained fifteen pounds, and 
considered herself well. 

In these six cases of questionable lesions in 
neurotic subjects, one was undoubtedly made 
worse by the operation, in one the end result 
is unknown, and four were apparently cured. 
While I may be blamed by some for not 
making a correct diagnosis, in at least four 
of the cases, the end would seem to justify 
my final decision to operate. Whether sug- 
gestive therapeutics of a less radical character 
might not have succeeded equally well I am 
unable to decide. 

In the last case of this series, there was a 
history of many attacks of severe upper abdo- 
men pain, many of them occurring after mid- 
night, with constant tenderness over the gall- 
bladder region and more or less digestive 
disturbance. The patient was a well-nour- 
ished, healthy married woman of the working 
class. Careful inspection of all the viscera 
in the upper abdomen failed to reveal any 
lesion. An apparently normal appendix was 
removed, but the case is too recent to report 
on the result. 

My three cases of gumma of the liver fur- 
nish an interesting study. The first patient 
was a middle-aged man, who had already 
been explored in another hospital; but his 
attacks were so characteristic of gall-stone 
disease that I was induced by the advice of 
one of my colleagues to make a second explora- 
tion. The attacks came on at irregular 
intervals and were characterized by severe 
pain in the upper right quadrant of the ab- 
domen, fever and transitory jaundice. Dur- 
ing these attacks there was marked, and 
during the intervals always a moderate, ten- 
derness over the gall-bladder, the patient 
otherwise suffering no discomfort, and was 
apparently in robust health. There was no 
definite history of:an initial lesion and no 
outward signs of syphilis. On operation a 
large, yellowish, gummatous mass was found 
situated in the substance of the liver just 
over the gall-bladder, which was healthy. 
The wound was closed and the subsequent 
exhibition of antisyphilitic medication appar- 
ently brought about a cure. 
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My other two cases were almost identical 
in clinical history. In one multiple gummata 
were found, and in the other a necrotic gum- 
matous area, which was drained. In the last 
two instances, the diagnosis was confirmed by 
the microscope. 

I have encountered two cases of gall- 
bladder symptoms where on operation an 
enlarged lymph node was found pressing on a 
duct. In one of these there was pain with a 
rapidly developing jaundice. On operation 
a number of enlarged nodes were found in the 
lesser omentum, one of which caused stenosis 
of the common duct. This was removed with 
the immediate disappearance of symptoms. 
Two or three years later the man was again 
admitted to my service in the last stages of 
Hodgkins disease. 

The second case was that of a man 22 years 
of age, who for two or more months had 
attacks of pain in the gall-bladder region 
which radiated to the back and shoulder. 
With these there were nausea and vomiting, 
but no jaundice or fever. Constant gall- 
bladder tenderness led to an exploration. 
On operation the gall-bladder was acutely 
distended, and the liver enlarged; there was a 
well-marked inflammatory exudate and a 
number of enlarged lymph nodes about the 
duct, one of which compressing the cystic 
duct was removed with the relief of symp- 
toms. The etiology in this case was obscure, 
but the lesion and relief definite. 

In all three cases in which only a chronic 
interstitial pancreatitis was found, there was 
a history of pain and jaundice. In two of 
these, the pain was characteristic of gall-stone 
colic, and with the succeeding jaundice, led 
to a diagnosis of gall-stone disease. In the 
third the pain was not characteristic, but of a 
dull aching character and associated with 
fever. In this case, the possibility of pan- 
creatitis was mentioned before operation. 
Two of the cases were drained with recovery, 
the other case was closed without drainage 
and the end result is unknown. 

Of my nine cases of cancer and cirrhosis, five 
have already been considered. Of the re- 
maining four, two proved to be cancer of the 
liver and two cirrhosis. One of the cancer 
cases presented a history of pain, chills, fever, 
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and sweats, which with his jaundice led to a 
diagnosis of common duct stone. In one of 
the cirrhosis cases also there was a history of 
colic preceding the jaundice, which led us 
into error. In none of the other cases did we 
make a positive diagnosis of gall-stone disease, 
but mentioned it only as a possibility, and I 
feel that our mistake lay rather in advising 
operation upon such doubtful indications. 
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In conclusion, permit me to say that I 
believe that many of the mistakes recorded 
here were unavoidable, some were excusable, 
but a goodly number were certainly deserving 
of censure. 


I have no further comments to make, as the 
lessons to be learned from this recital, are 
obvious. 





SURGICAL PATHOLOGY OF THE 


STOMACH AND DUODENUM' 


By J. F. BINNIE, M. D., Kansas City, Missourtr 


HE arrangement of the portal venous 
system is of such great importance in 
the occurrence of lesions of the stom- 
ach that it may be well worth while to 

devote a few minutes to its consideration. A 
capillary network exists around the mouths 
of the tubules of the gastric glands and from 
this network veins proceed vertically through 
the mucosa to the submucosa where they form 
a wide venous plexus. From the submucous 
plexus venous trunks pierce the muscular 
tunics, ramify and form loops under the sero- 
sa, and then join the great veins accompany- 
ing the arteries on the greater and lesser 
curvatures of the stomach. The gastric veins 
ultimately pass into the splenic and superior 
mesenteric veins as well as directly into the 
portal vein. All the blood from the gastro- 
intestinal tract, i.e., all the blood from the sew- 
age districts of the body, passes through the 
portal vein to the liver, which acts as the great 
sewage farm purifying the blood by destroy- 
ing, modifying or excreting through the bile, 
poisons which have been absorbed. When an 
undue amount of infective material has been 
absorbed into the blood from any part of the 
alimentary canal then an undue tax is put on 
the hepatic forces and much infective material 
is necessarily excreted with the bile. This 
seems to be one of the principle factors in the 
formation of gall-stones. It has been general- 
ly taught that gastric are destitute of valves 
but Hochstetter, in 1887, demonstrated that 


they were present in the newborn and were 
capable of preventing reflux of blood towards 
the stomach. The valves usually atrophy, 
though they have been found in the coronary 
vein of the adult. 

D. P. D. Wilkie (Brit. Med. Journ., Sept. 
15, 1911) has completely substantiated Hoch- 
stetter’s findings. He writes, ‘I have suc- 
ceeded in demonstrating beyond all question 
of doubt, that in the newborn infant and in 
the young child, and also in the adult human 
subject, there are valves in the gastric and 
omental tributaries of the portal vein. These 
valves are situated at or close to the openings 
of the smaller vessels into the larger ones. 
In the bodies of fifty adults examined 
careful investigation revealed the fact that 
whilst in the vast majority of the gastric and 
omental veins there are no competent valves, 
yet the presence of such valves can be demon- 
strated in one or two veins in sixty per cent 
of the cases. Examination of the gastric and 
omental veins in the bodies of twenty-five 
children of ages ranging from two months to 
eighteen years, showed that whilst in very 
young children competent valves are common- 
ly found in these veins, in the older children 
the evidences of such valves are much rarer 
and this rarity increases with the age of the 
child. The valves which remain 
competent for longest are those on the open- 
ings of the omental veins into the gastro- 
epiploic vein.” 


1 Read before the Clinical Congress of Surgeons of North America, Philadelphia, November 8, 1911. See discussion, page srr. 
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The stomach is not very vulnerable to 
trauma. Experimentally considerable areas 
of the mucosa can be excised and repair takes 
place with rapidity. Wounds of the stomach 
whether accidental or incident to operations 
heal with celerity and safety. The weird 
collections of nails, glass, buckles and all 
sorts of hardware removed from the stomachs 
of insane persons all show that that organ is 
wonderfully immune to traumatic insults. 
The great difficulty in the study of the genesis 
of ulcer of the stomach is that while it is easy 
to produce ulceration it is most difficult to 
keep the experimental ulcers from healing. 

Certain very definite lesions of the stomach 
and duodenum are well known from post 
mortem and operative experience. Such are 
erosions of the mucous membrane and ulcers 
of varying appearance. The ulcers may be 
sharply defined as if punched out, or may 
have infiltrated edges and surroundings, the 
resulting callosity being evidence of an effort 
of nature to cure or segregate a persistent 
irritation. Beside the above we know cases 
which present many of the symptoms, espe- 
cially hemorrhage, belonging to erosion or 
ulceration and yet in which no demonstrable 
lesions can be found. This absence of definite 
findings is not surprising, as in such a thick, 
soft, vascular, irregular membrane as the 
gastric mucosa it is easy to conceive the pres- 
ence of numerous unseen, minute lesions 
which might well cause bleeding, pain and 
impairment of function. 

Are these lesions different entities or are 
they all differing degrees of one and the same 
process? 

For long it has been known that extensive 
burns of any part of the body may be followed 
by acute ulceration of the duodenum. As 
pointed out by Maylard these ulcers were 
apparently more common in the pre-Listerian 
period than at present. Hunter in 1890 
attributed them.to the absorption of septic 
poisons which being excreted by the bile have 
an irritative effect on the duodenal mucosa. 

Pfeiffer was able to obtain from the organs 
of burned animals a poison which when in- 
jected into healthy animals caused gastric 
ulcer. In his opinion the poison injured the 
gastric and intestinal vessels to such an 
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extent that there was effusion of blood in the 
mucosa and that the gastrointestinal juices 
were enabled to digest the injured tissues. 

Toxzmias due to sepsis-cholemia, etc., are 
also capable of producing ulceration. It is 
believed that many toxins are specially elim- 
inated by the stomach (V. Winiwarter, Archiv 
fiir klin. Chir., xcv, 1) and that the acid 
gastric juices lower the resisting power of the 
vessels. It may be objected that the duoden- 
um is even more subject than is the stomach 
to ulcers from burn toxins, and that it con- 
tains the alkaline secretions, viz., of the liver 
and pancreas — but it also receives the acid 
materials expelled from the stomach. That 
the acid juices are-of importance in the inci- 
dence of ulcer is shown by the occurrence of 
peptic ulcers in the jejunum after gastro- 
enterostomy. 

These peptic ulcers are more common in 
portions of the intestine not inured to contact 
with acids as evidenced by the fact that they 
are more common when the anastomosis is 
made to a low lying portion of the jejunum, 
in the anterior operation of gastro-enter- 
ostomy than when it is made to the uppermost 
part of the jejunum, as in the posterior no- 
loop operation. 

It is absolutely evident that toxins can and 
do produce erosions and acute, i. e., open, 
progressive, non-healing ulcers of the stomach 
and duodenum. In most of the toxaemias 
which have been mentioned, e. g., burns, 
sepsis, etc., the source of the toxins is of a 
temporary character and the supply is cut off 
at a comparatively early period or the patient 
dies, hence it is reasonable to suppose that the 
secondary or gastric lesion would be of short 
duration, proving fatal if severe, or recover- 
ing if less severe. If, however, the source of 
efficient toxins is persistent one may equally 
well assume that the secondary lesions will 
persist also and that they will present evi- 
dences of acuteness or of complete or partial 
tendency to heal according to the virulence 
of the toxins and the greater or less resisting 
power of the stomach, whether that resisting 
power is congenital or acquired. Absorption 
from the sewage system of the body is con- 
stant, the absorbed material passing in the 
blood by the portal vein through the liver, 
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where it is purified. Thus, if the absorbed 
material has an excess of impurities they are 
discharged with the bile and can act on the 
duodenum which is normally less exposed, 
i. e., less accustomed and less immune to 
filth than are the lower bowels. Further, as 
is shown elsewhere, it is possible for the very 
impure blood from the lower bowels to be 
dammed back into the gastric vessels where 
it has the opportunity to deleteriously affect 
them. 

Bolton (Lancet, May 9, 1908) made elab- 
orate experiments with a substance which 
he named gastrotoxin. He injected an emul- 
sion or extract of guinea pig stomach into the 
peritoneum of rabbits. After several injec- 
tions, the blood serum of the rabbit under- 
went changes which rendered it extremely 
toxic to guinea pigs when injected into them. 
Injections of rabbit’s blood serum (gastro- 
toxins) thus prepared, into the peritoneum 
of guinea pigs caused death, the lesions found 
postmortem being varying amounts of ne- 
crosis of the gastric mucosa. To avoid the 
very fatal intoxication Bolton injected vary- 
ing amounts of the toxins directly into the 
stomach walls and was able to produce 
sloughs of the mucosa which separated in 
four or five days, leaving cleanly punched 
ulcers. The ulcers usually healed in 14 to 28 
days. Some ulcers, however, failed to heal, 
but perforated or formed local abscesses with 
adhesions to neighboring organs. According 
to Bolton the gastrotoxin merely prepares the 
ground for the action of the gastric juice, as 
when the gastric juice is neutralized no 
lesions can be found, while the introduction 
of HCL, dilute H.SO,, dilute lactic Ac., etc., 
into the stomach causes great increase in the 
lesions produced when the serum is used. 

Rosenbach and Eschker (Archiv fiir klin. 
Chir., xciv, h. 3) injected suprarenin into 
the gastric musculosa and subserosa of dogs. 
The injections were occasionally repeated 
twice or thrice. Of course, these injections 
cannot produce anything like the vascular 
crisis lasting months and years in chlorotic 
individuals, but their effects were always 
positive. The first phenomena noticed after 
the injections were punctiform hemorrhages 
in the mucosa, then there was necrosis, and 


when the sequestra were thrown off ulcers 
remained. The ulcers generally penetrated 
to the mucosa, lasted several weeks but were 
not indurated. There was a tendency to 
healing which was retarded when several 
injections were made. 

Talma, in 1890, saw pyloric ulcer a few 
hours after irritation of the cervical vagus in 
rabbits, while Van Ijzeren (1901) produced 
gastric ulcers, usually single, by division of 
the vagus below the diaphragm. Van Ijzer- 
en’s experiments are very important. In 
from seven to sixteen days there was necrosis 
of the mucosa and submucosa, proliferation 
of gland cells around the ulcer and slight 
polynuclear infiltration, most marked in the 
necrotic mucosa and muscularis mucose. In 
from 41 to 289 days the infiltration disap- 
peared from the margins but was increased in 
the floor of the ulcers, the floor being formed 
of the polynuclear elements thickening the 
submucosa. Necrosis preceded the ulcera- 
tion. If the musculature of the pylorus was 
resected longitudinally ulceration was pre- 
vented in eleven out of twelve cases, while 
gastro-enterostomy after vagus resection pre- 
vented ulcer in four out of five. After vagus 
resection there are usually spasmodic contrac- 
tions of the stomach muscles; these contrac- 
tions are largely prevented by muscle section 
or gastro-enterostomy. Van Ijzeren thinks 
that spasmodic contractions of the stomach 
muscles lead to obliteration of the vessels and 
consequent necrosis of the mucosa. 

The experiments of Talma and Van Ijzeren 
have been corroborated by Zironi, Marchetti, 
Saitta; while Donati, Lilla, Krehl, Korte and 
others obtained negative results. 

Zironi divided both vagi, subdiaphrag- 
matically, in rabbits. The animals were 
killed after various periods up to 107 days. 
In 64 per cent ulcers were found varying in 
size from a pin-head to one centimeter in 
diameter; their form was round or oval, mar- 
gins steep and undermined, occasionally 
funnel-shaped; their floor smooth, grey or 
hemorrhagic and formed of the muscularis, 
and, in a few deep places, of serosa. Around 
the ulcers there was more or less hypertrophy 
of the mucosa. In more than half the ani- 
mals the ulcers were single. The location of 



































BINNIE: SURGICAL PATHOLOGY 


the ulcers was generally on the greater curva- 
ture near the pylorus. The longer the animals 
were kept alive the oftener were ulcers found. 
Only in three cases was there any clear ten- 
dency towards cicatrization. Zironi found 
that anemia produced by subcutaneous in- 
jections of Pyrodin was incapable of causing 
ulceration, but when combined with vagus 
resection ulcer appeared in 80 per cent of the 
animals, and the character of the ulcer was 
more distinct than where vasotomy alone was 
practiced. 

Postoperative gastro-intestinal hemor- 
rhages have frequently been reported. Von 
Eiselsberg assumes that this accident is due to 
the loosening of thrombi in ligated omental 
or mesenteric veins and their passage into the 
gastric veins, causing hemorrhagic infarets 
in walls of stomach; vomiting from anesthetic 
and infection being predisposing elements. 

Hematemesis may follow operations on 
extra-abdominal organs. Rodman, Halliday, 
Croom, and others think sepsis a necessary 
factor; Dieulafoy and Champonniere think a 
toxemia the cause; Mayo-Robson blames 
some nervous influence. In but five out of 
seventeen fatal cases of postoperative hema- 
temesis were gastric lesions noted at the 
autopsy (three gastric erosions; two large 
ulcers). However, in seven of the cases there 
was no mention of the stomach in the post- 
mortem report. Referring to these statistics 
von Winiwarter remarks that the hemor- 
rhages must have been due to lesions which 
disappeared before the autopsy. 

Retrograde embolism can occur as follows: 
A clot passes up the portal circulation towards 
the liver, but vomiting or a sudden deep in- 
spiration can check the flow, sending the 
blood back into the veins of the upper abdo- 
men. If the clot gets into the gastric veins it is 
easier for it to penetrate to the terminal 
branches than it could in any other vein of 
the portal system. Once the clot is in the 
terminal veins an area of tissue is necessarily 
deprived of circulation, the acid juices act on 
this tissue and a slough and ulcer result. 
This theory does not explain hematemesis fol- 
lowing extra-abdominal operations, but it 
does give some aid in the puzzle of the genesis 
of gastric ulcer. 
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E. Payr (Archiv fiir klin. Chir., Ixxxiv, 
p- 799) has studied embolism and thrombosis 
of the portal system by injecting into the 
omental and mesenteric veins suspensions of 
dermatol and other materials. The results 
on the stomach of artificial embolism were: 
(1) hyperemia, (2) hemorrhage and hemor- 
rhagicinfaration, (3) hemorrhagic erosions, (4) 
ulcers. The ulcers frequently reached to the 
submucosa, more rarely into the muscularis; 
none were perforating. The older ulcers 
resembled the ulcers as seen in man, but 
showed more tendency to cure. Wilkie 
(Edinburgh Med. Journ., May, 1911) corrob- 
orates most of Payr’s results. He finds that 
injections into the veins on the right side of 
the omentum cause pyloric and duodenal 
ulcer, while injections into the left omental 
veins cause ulcer of the cardia. This may be 
significant, in view of the frequency of duo- 
denal and pyloric ulcer and the great fre- 
quency of appendicitis and infective lesions 
of the right side of the abdomen. Wilkie 
differs from Payr in being unable to produce 
ulceration by injections into mesenteric veins. 

Retrograde embolism into the gastric veins 
is a possibility in adult life; in childhood it is 
impossible. Postoperative hemorrhage and 
gastric ulcer are rare in extreme youth during 
the time when the portal valves are more or 
less efficient. 

To recapitulate we have found: 

(a) That wounds of the stomach heal well. 

(b) That the stomach is wonderfully tole- 
rant of foreign bodies. 

(c) That hemorrhages occur without de- 
monstrable lesions. 

(d) That hemorrhage, erosions and ulcers 
can be produced by toxins in the circulation. 

(e) That acids favor, but do not cause, 
ulceration in the stomach, duodenum and 
jejunum. 

({) That local anemia (injections suprarin- 
in) can produce ulcers. 

(g) That stimulation and section of the 
vagus can both produce ulceration; that in the 
latter the ulcers persist, provided that the 
musculature of the stomach is not impaired. 

(h) That retrograde embolism into the 
gastric veins can produce haemorrhage and 
ulcer of the stomach. 
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It is clear that the one common factor 
present in all the experiments or observations 
made regarding the incidence of ulcus ventri- 
culi is vascular change or injury. Stimulation 
of the vagus is supposed to cause vascular 
contraction, hence local anemia and suscep- 
tibility to the action of the gastric juice or 
such like noxa; section of the vagus causes 
vascular dilatation, effusion of blood with its 
sequela. Embolism causes necrosis. Toxins 
cause vascular injury, probably phlebitis. 

Robert T. Morris (Am. Journ. Surg., Apr., 
1911) is perhaps not very far wrong in con- 
sidering ulcers of the pylorus and duodenum 
as symptoms and not as diseases. 

We have seen that there are a number of 
means of inducing the formation of ulcers 
but that in only one set of experiments did 
the ulcers show little or no tendency to cure. 
These experiments consisted in section of the 
vagus, i. e., in them the noxious influence 
acting on the stomach was kept up. This is 
not a state of affairs very likely to prevail 
outside the experimental laboratory. We 
must then search for other sources of irrita- 
tion, sources from which a more or less con- 
stant supply of irritants may come, but not 
in too great strength, otherwise the victim 
would die before ulceration could be estab- 
lished. The sewage system of the body con- 
stitutes such a source of irritation. To me it 
is probable that the close relationship which 
seems to exist between the vermiform appen- 
dix and the stomach, as evidenced by the 
occurrence of so-called appendicitic gastralgia, 
is more apparent than real. Herbert J. Pater- 
son (Lancet, Jan. 14, 1911) found obvious 
appendiceal disease in 66 per cent of his cases 
of duodenal ulcer. Paterson, Moynihan, the 
Mayos, and others have urged the frequency 
with which appendicitis symptomatically sim- 
ulates gastric ulcer. Is it not extremely 
probable that the stomach symptoms are not 
due to any mysterious reflex nervous influence 
playing between these organs, though I would 
be far from denying that possibility, but 
rather that they are due to absorption of 
toxins from the appendix, these toxins passing 
up into the portal vein and being at times 
dammed back into the gastric terminal veins? 
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If such gastric toxemia is produced to a low 
degree it can surely occasion gastric symptoms 
without gross lesions; if to a greater degree, 
and if it is kept up, then it may produce true 
ulceration. Appendicitis has been taken as 
an example, because in it the source of a 
possible toxemia can readily be traced, but 
any chronic colonic intoxication from almost 
any cause may have the same effect. The 
whole material which I have studied bearing 
on the pathology of ulcer of the stomach and 
duodenum leads me to agree heartily with 
von Winiwarter (Archiv fiir klin. Chir., 
xcv, 1) when he says, ‘‘thus one can consider 
postoperative hemorrhage as the acute, and 
ulcus ventriculi as the chronic form of one and 
the same process.” 


CARCINOMA OF THE STOMACH 


So much time has been consumed in a 
review of what is known or surmized regarding 
the pathology of gastric ulcer that it is im- 
possible to devote more than a few minutes 
to a consideration of gastric cancer. This is 
of lesser importance because from a clinical 
standpoint carcinoma, when recognized clear- 
ly, is usually beyond relief by any known 
treatment. Recent studies of fresh material 
show that about seventy per cent of gastric 
cancers originate on a pre-existing ulcer, i. e., 
they are preceded by a non-malignant irri- 
tation. This is what might fairly have been 
expected from a study of cancers located else- 
where, e. g., lips, anus, scar spithelioma, etc. 
One remarkable fact must be alluded to, viz., 
that granting that cancer requires an ulcer as 
a starting point in seventy per cent of the 
cases, yet cancer is common in the stomach 
and rare in the duodenum, while ulcer is even 
more common in the duodenum than in the 
stomach. The explanation of this seeming 
contradiction is possibly twofold: First, in 
the difference existing between the juices of 
the stomach and of the duodenum; the acid 
contents of the stomach may conduce to 
cancer; the alkaline or alternately alkaline and 
acid contents of the duodenum may have an 
opposite effect. Second, in the fact that the 
stomach is more exposed to mechanical irrita- 
tion from badly masticated andimproper foods. 
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ELLOW SURGEONS: The present 
age has made tremendous strides in 
all human activities toward the end 
of securing efficiency. The genera- 

tion occupying the zenith of human effort at 
the present time contains in every field of work 
many giants who have attained a degree of 
personal success which was formerly unattain- 
able, except in rare, isolated cases. The 
merchant, the manufacturer, and the finan- 
cier have attained, through perseverance, 
industry, self-sacrifice, indomitable will and 
unusual judgment, practical results which are 
truly marvelous. Many members of the 
learned professions, and especially of our own 
branch, have participated to no small degree 
in these extraordinary personal achievements. 

With all of this productive human effort, 
which fully merits our admiration and enthu- 
siasm, there has been too much attained for 
the immediate present and far too little for 
the future; too much for the individual and 
too little for the community. There has been 
too much waste and toolittle general efficiency. 
The ultimate good has not been proportionate 
to the immediate success. There has been 
little or no room for idealism, and too much 
room for commercialism. 

A combination of this intensely practical 
activity with idealism must come sooner or 
later, and when it comes we will have a form of 
practical, productive and progressive idealism 
which will bring greater efficiency, and will 
distribute its benefits more generally. It will 
result in a reduction of the wear and tear to 
the individual, and a reduction in waste to 
the community. It will result in a condition 
which will preserve the individual for a longer 
period of usefulness and a greater enjoyment 
of the fruits of his labors, and will enable a 
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much greater number to participate in the 
execution of the more difficult work requiring 
especial training, and with this it will more 
generally distribute the work of high quality. 
The resulting practical, productive idealism, 
with its organization, its personnel and its 
opportunity for observation, must result in 
progress never before experienced. Instead of 
being in a way sporadic, as it is at present, 
it will be universal, affecting the community in 
general instead of small circumscribed com- 
munities. 

To obtain the greatest possible good we 
must find a system which will be generally 
applicable, and which will contain the ele- 
ments that will produce the highest possible 
degree of efficiency. It might be objected 
that much cannot be expected from the present 
generation of surgeons, because our element- 
ary training in this country has been so hope- 
lessly deficient that whatever superstructure 
we may build, this must necessarily be of 
little value because of the defective foundation 
upon which it will be forced to stand. So far 
as the future generations of surgeons are con- 
cerned, it would be both foolish and criminal 
were they not compelled to build a much better 
foundation because the facilities are at hand, 
and if these are not wasted the next genera- 
tion must of necessity have a more perfectly 
balanced training. It must, however, be 
borne in mind that it is after all only a matter 
of personal application, of industry, persever- 
ance and self-denial, guided by judgment, 
that accomplishes practical results, and that 
the present generation has had opportunities 
to develop these qualities which will hardly 
come in so great a measure to the succeeding 
generations because the wealth and luxury 
with which we are now surrounded are a 


1Presented at the Second Annual Meeting at Philadelphia, November 9, 1911 
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tremendous handicap, not to be underesti- 
mated. 

It will not be difficult to supply the coming 
generation with ideal facilities for scientific 
work, both in the laboratory and the clinic 
as well asin the necropsy. It will be a vastly 
greater task to train them to be intensely 
industrious, to forget themselves and their 
love for comfort, for luxury and for diversion, 
to exercise their will-power and follow their 
research unselfishly and unceasingly. You 
may build them palatial hospitals and labora- 
tories, but unless you train them to be of the 
same mettle that characterizes the successful 
surgeon of the present day, you will have a 
generation of inefficient, worthless weaklings. 

True efficiency can only exist where there 
is the least possible waste of resources. 
There may be efficient individual activity 
here and there, but as a rule we utilize only a 
very small portion of our surgical resources 
which might serve in the development of our 
profession. The reason of this lies chiefly in 
the fact that until very recently no combined 
effort has been made to utilize clinical mate- 
rial in this country. 

If the Congress of American Surgeons will 
bring about the utilization of the available 
clinical material for the advancement of 
surgery, it will prove to be the most important 
step in developing the surgery of this country, 
and this will mean even more to the communi- 
ty than to our profession. 

It is on this basis that the support of the 
community must be engaged, because, as will 
be shown presently, we need the support of 
the community quite as much as we do the 
support of the profession. 

One year ago this Congress virtually utilized 
more than eighty per cent of all the clinical 
material of the city of Chicago for a period of 
two weeks. All of the private as well as the 
public hospitals were utilized to nearly their 
full capacity every day for clinical demonstra- 
tions to the members of this congress. It took 
an enormous amount of time and energy on 
the part of Dr. Martin and his immediate 
associates in this work to accomplish this. 
Our friends of Philadelphia have performed 
the same service this year. 

We found the profession and the public and 
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the hospital authorities and the patients 
equally enthusiastic in developing these 
plans. Some years ago the spirit of individual 
advancement offered considerable opposition 
to a similar plan, but to-day the best thought 
of the best men and women in this country is 
for the advancement of all concerned without 
regard to personal inconvenience, labor and 
sacrifice. Prejudice, provincialism, personal 
interest and precedent no longer have the 
power to prevent progress that they had a 
quarter of a century ago. 

Catering to the selfishness of their clientele, 
surgeons and hospital authorities in many 
parts of the country tried to profit individually 
by excluding members of our profession from 
witnessing operations upon private patients, 
while they favored the presence of practition- 
ers and students in great numbers at the pub- 
lic clinics held on charity patients. In all 
except the most provincial communities this 
plan has now fortunately been abandoned, and 
as a result of this, the surgeon is compelled 
to do his best for the patient in every instance. 
At that time the public clinic too frequently 
resulted primarily in the exploitation of the 
surgeon, the patient simply serving as mate- 
rial, while the operations upon the private 
patients were performed for the benefit of the 
patient, and incidentally for the economic 
benefit of the surgeon. The great numbers in 
the show clinics gained nothing which they 
could not have gained more conveniently by 
reading, except inspiration and admiration 
for the surgeon, while the educational asset ~ 
of the private patients was wasted. 

Fortunately for our profession and for the 
public, it soon became apparent that those 
hospitals and those surgeons were most 
prosperous in whose practice this waste was 
avoided. Their honesty of effort toward the 
patient and the profession brought unexpected 
results. Their hospitals were crowded with 
patients and with visiting surgeons, and one 
by one their professional brethren quite 
naturally came to follow this practice. As 
a direct result of this, the system of setting 
aside a considerable period each year for the 
purpose of study and observation has been 
adopted by hundreds of progressive practi- 
tioners of surgery throughout theland. Asan 
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outgrowth of this unorganized system, the 
present Congress of Surgeons has developed, 
and now that we have an organization com- 
prising most of the progressive surgeons of 
this country, let us develop a plan which will 
multiply the benefits to the profession and to 
the community many fold by utilizing, to the 
fullest extent, the resources which we have 
discovered. 

To do this we must plan to lose nothing 
that has been gained. This can be done by 
establishing a permanent school for clinical 
surgery which will contain every public and 
private hospital in every city in this country. 
Already we have a complete schedule of two 
of the great centers, Philadelphia and Chicago. 
Let us have permanent schedules of every 
city in this country printed and revised regu- 
larly in connection with the annual meeting of 
this Congress. 

The membership of this Congress should 
entitle each surgeon to visit any clinic in any 
city included in this schedule at any time 
of the year. This must in the natural course 
of evolution result in a system which will 
make it possible for every member of our 
profession possessing ambition, education, 
judgment, perseverance and industry to 
acquire an enormous amount of experience, 
and it must result in corresponding benefit to 
the profession and to the public. Such 
organized effort, based primarily on unselfish 
motives, must later result in ample provision 
by the public for laboratories both for under- 
graduate and postgraduate work, and for 
scientific research. 

We have at our command the facilities for 
clinical work of the highest order, by simply 
developing, generalizing, and making perma- 
nent the organization for the entire country 
of the clinical teaching that has been developed 
to the present time in the two sessions of this 
Congress. 

For a period of twelve years I spent two 
weeks every three months in company with 
my good friend Dr. W. J. Mayo in visiting the 
surgical clinics in every large city in the United 
States and Canada, and I know just how 
valuable these observations have been in 
enabling me to collect better methods, to 
combine and harmonize the methods of many 
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masters of our art, and to discard useless or 
harmful methods. 

In the meantime, I have tried to repay my 
indebtedness to the surgical profession by 
popularizing and distributing the methods 
obtained from these masters. Many of you 
have followed the same general plan, and you 
will consequently appreciate the enormous 
advantage of such a plan which would enable 
any member of this Congress to select the 
work he desires at any time of the year. Our 
members in each city could form a program 
committee to arrange a schedule of clinics for 
their city, primarily to be published as a part 
of our annual program next year, and then 
to keep a card index noting all the changes 
during each year for the revision of the suc- 
ceeding program of the annual meeting. 

Later on each city might develop a National 
Surgeons’ Club after the pattern of the one in 
Rochester, Minn., where the visiting surgeons 
could meet in the evening to discuss the day’s 
observations in the various clinics visited. 
Local surgical societies or surgeons’ clubs 
could arrange to have the visiting surgeons 
present at their regular meetings, which would 
be mutually interesting and profitable. 

The stimulus from such an organization 
would be enormous, and would undoubtedly 
develop into other fields of advancement such 
as laboratory demonstrations and demonstra- 
tions of experimental surgery. 

It could in no way interfere with the activity 
of other surgical societies. 

Theoretically there might be objection 
raised to this plan because it might appear as 
a dangerous competitor of the various post- 
graduate schools. Such a supposition is 
undoubtedly unfounded, because the stimulus 
given the profession to study would surely 
increase greatly the number who would 
decide to do systematic post-graduate study 
for a period of time which could best be fol- 
lowed in institutions organized for the purpose 
of carrying on this form of instruction. 

To make apparent the enormous resources 
at our command which can be utilized without 
cost to the surgical profession, you need but 
consider the cost of maintainance of the enor- 
mous clinical material in whose utilization 
such a system would permit us to participate. 
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Take, for example, the city of Chicago 
alone, with over 4,000 surgical beds conducted 
at a cost of nearly two dollars per bed per 
day, making an expenditure of $8,000 daily, 
or approximately $3,000,000 per year. Not 
counting the investment in buildings and 
appliances, it would require an endowment 
of more than sixty millions of dollars to pro- 
vide the means for maintaining facilities for 
surgical education equal to these. Extending 
this to the larger cities throughout the United 
States, the total clinical material available is 
more than ten times as great, and will soon 
reach more than twenty times the number of 
surgical beds included in the above calcula- 
tion. Consequently we can have at our 
command at the present time a working 
plant which would equal an endowment of 
half a billion of dollars, which would in a short 
time increase to at least one billion. Think 
of a billion dollar trust organized to educate 
surgeons so they may be better qualified to 
serve the people of this country—a trust free 
from selfish motives! 

It is plain that the utilization of such facili- 
ties cannot fail to result in a degree of efficiency 
undreamed of. 

Nor must the effect of such a plan be under- 
estimated from the standpoint of general 
improvement, which is sure to result in all of 
these institutions from the fact that they will 
be constantly subjected to comparison. There 
is no better stimulus than the knowledge that 
one’s efforts are being compared with the best. 
This is as true of institutions as it is of indivi- 
duals, and there is no more effective remedy 
than this for the cure of provincialism, pre- 
judice and personal conceit. The elimination 
of these elements must result in a degree of 
efficiency which will compare favorably with 
the achievements in other fields of human 
effort of the present and future. 

When we bear in mind what has been ac- 
complished by the American surgeon of to-day 
with the inadequate facilities at his command, 
added to the more inadequate facilities of our 
medical colleges of the past, the future must 
indeed look bright, but while we are planning 
to utilize all resources in the development of 
the present generation, it is well to co-ordi- 
nate these resources so that they will serve at 


the same time in the development of the sur- 
geons of the next generation, because this 
will enable us to add stability to the system 
which will make for efficiency. 

Many authors have given formule for the 
training of the young man who desires to 
become a surgeon. This formula usually 
begins with the selection of a young man with 
high ideals, natural judgment and tact, a good 
physique, a personality that will inspire con- 
fidence, fair manual desterity, energy, in- 
dustry, perseverance, unselfishness, and all 
other desirable qualities. His elementary 
education must have been systematic and 
thorough. 

To this must be added a broad preliminary 
college education, especially in the direction 
of general culture, with stress laid upon lan- 
guages and sciences, emphasizing biological 
studies. This is followed by a thorough medi- 
cal education in a well-equipped medical col- 
lege, then by a service as resident in a general 
hospital, always insisting on a long service in 
internal medicine and diagnosis, then by a 
position of house-surgeon, and later by the 
position of assistant to some active surgeon, 
and possibly one or more years of study in the 
surgical clinics of foreign countries. 

Without doubt this is an excellent formula, 
but I wish to introduce for your consideration 
an element in the conservation of resources 
which would aid greatly in securing general 
efficiency, a method which has been employed 
to some extent in the office of the surgical 
dresser in the hospitals of England, and to a 
less effective extent in the plan which was in 
vogue in this country until quite recently, 
according to which medical students had to 
serve for a certain period under a preceptor. 

It seems as though a service of one year in a 
hospital under the direct supervision of an 
interne during the junior year of the medi- 
cal course would be most valuable. The 
entire junior class could report for duty every 
morning at eight o’clock at the various 
hospitals in the city, each interne in these 
hospitals having one or two of these students 
assigned to him. They could assist this in- 
terne in the performance of all of his duties 
for five hours each day. The remainder of 
the day could be given to study, to didactic 
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lectures, to seminar work and to the clinical 
laboratory. 

This would have a marked advantage over 
the plan of having clinical dressers, because 
each one of these men would be definitely 
under the supervision of an especial member of 
the resident staff, who would be in the position 
of preceptor and consultant. 

Such a service would more than double the 
valuable senior year of the regular course, and 
would undoubtedly cause every student to 
desire a service as hospital interne, which 
might be made optional unless it seemed wise 
to require at least one year of interne 
service. 

Here again the saving of resources would be 
enormous because there are sufficient hospi- 
tals in the cities in which medical colleges are 
located to employ the entire junior class in 
this manner. 

Chicago, for instance, has nearly 400 in- 
ternes, which would make from 600 to 800 ex- 
terne positions available, which is more than 
sufficient to supply the entire class from all of 
the medical colleges. 

This plan has been tried practically in one 
of the hospitals of Chicago for a period of 
sixteen years, and in several of the other 
hospitals for a shorter period of time, and the 
results have been eminently successful and 
satisfactory to all concerned. The students 
have learned more actual surgery in three 
months than they could learn without this 
arrangement in a full college year. The in- 
ternes have felt the responsibility and have 
developed the best qualities. The visiting 
staff has found the service more complete, 
and the patients and hospital authorities have 
profited by this element in the organization. 

The fact that the plan has worked equally 
well in all of the hospitals in which it has been 
tried would indicate that the plan can be 
generally applied with equal success. 

The advantage from the introduction of 
this element into undergraduate teaching of 
surgery is very evident. Instead of establish- 
ing the loose artificial relation between the 
student and the patient which now exists in 
clinical teaching in the amphitheater clinic, 
in the ward walks and in the bedside instruc- 
tion in which the student does not become 
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familiar with the individual patient as a 
clinical entity because student and patient 
are not in contact throughout the course of 
treatment, this plan would establish a natural 
relation between this assistant and the hos- 
pital patient. The student accompanies the 
interne throughout his work, consequently 
he is quite as perfectly in touch with each 
patient as the interne throughout the entire 
course of treatment. He is present and 
assists at the examination, writes the history 
under dictation, is present at the operation, 
examines the pathological specimen in the 
laboratory, assists at the dressing, observes the 
progress of the recovery, or in case of a fatal 
issue assists at the autopsy. In other words, 
he is in fact an assistant surgeon, who gains 
all the instruction that can be gained from 
each individual case, without being in any 
way obtrusive or a cause of harm to the patient 
while his assistance lessens the labors of 
others, and in so far as he performs work 
which would otherwise have to be done by 
orderlies he reduces the expense of conduct- 
ing the hospital. He learns actual surgery as 
it is applied to individual patients, and as 
he can later apply it to individual members 
of the community. 

Another point which is of equal importance 
to the student lies in the fact that he comes in 
intimate continuous contact with the suc- 
cessful men in the surgical profession while 
they are performing their professional work 
in all of its details; he consequently learns 
that which is needed not only to be learned in 
the art of surgery, but that which is required 
to practice surgery successfully. 

The members of this Congress comprise the 
practitioners and teachers of clinical surgery of 
this country whose activity must result in the 
continued progress and development of our 
profession. The work done during the annual 
meetings of this organization must bring 
results of the highest order because it offers 
every day the best there is in clinical demon- 
stration. In the evening sessions the most 
advanced thought based upon research, clini- 
cal experience and scientific attainment of the 
most capable and most earnest workers in the 
field of surgery in this country is presented to 
us in a concise logical form. 
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Without doubt the labors of this Congress 
will result in surgical advancement of the 
highest order, worthy of the best thought and 
effort of the best men in the surgical profes- 
sion. Every year will open up new avenues 
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of usefulness, and the features we have just 
considered seem to enable us to co-ordinate 
our resources, avoid unnecessary waste, and 
establish a system which must result in the 
highest degree of efficiency. 





FIBROUS ATROPHY OF THE PAROTID GLAND, WITH ESPECIAL 
REFERENCE TO THE TREATMENT OF SALIVARY FISTULA 


AN EXPERIMENTAL AND CLINICAL STUDY 


By DUDLEY TAIT, San Francisco 


From the Laboratory of Experimental Surgery, University of California 


bacterial, with the function of an organ 

or gland is invariably reflected in the 

secretory element: the epithelium. Ligate 
Wirsung’s duct, a ureter or the choledochus, 
the result will be uniform in all; the inter- 
relation of the component tissues will be 
disturbed, the older element, the supportive 
or connective tissue, solely capable of main- 
taining itself, will multiply, surround, sub- 
merge and finally supersede the more highly 
specialized element, the epithelium. There 
is a reversal to the primitive type of tissue. 
Hence fibrous atrophy or atrophic sclerosis. 
The same biological law applies to the duct- 
less glands where the main efferent veins may 
be considered the equivalent of the excretory 
ducts. In both types of glands the factors 
concerned in the development of fibrous 
atrophy are almost identical: congestion, 
inadequate oxygenation, acidosis, oedema and 
cloudy swelling. 

The salivary glands, especially the parotid, 
are well suited for the study of fibrous 
atrophy, both from their anatomic relations 
and from their histologic structure. 

The purpose of the present brief experi- 
mental study was to determine (1) the 
results, immediate and late, of duct obstruc- 
tion; (2) its role in the etiology and evolution 
of certain “‘tumors”’ of the salivary glands; 
(3) its therapeutic value in some clinical con- 
ditions, salivary fistula in particular. 

Three sets of experiments were made on 


| sscesa, wit th either mechanical or 


dogs, cats and rabbits. The first set con- 
sisted in double ligation and resection of 1 cm. 
of Steno’s duct in either the inner, middle or 
outer third, the resected tissue being tested 
erobically and anerobically in each group 
of cases. The rich normal bacterial flora of 
Steno’s duct explains the variable results 
obtained. The inner third of the duct is 
almost invariably free from bacteria. Here 
the results proved fairly constant: within 
12 hours the area proximal to the ligation 
presented a _ painless, fluctuating mass 
(measuring in a large sized dog 3x5x1 cm.), 
extending to and partly involving the parotid 
gland, reaching its maximum within 24 hours, 
and then gradually receding, without being 
accompanied by any external inflammatory 
reaction. Even as late as the tenth week, 
palpation may reveal slight distension of the 
duct. The persisting distended duct is the 
most noticeable feature of this class of 
experiments. Its dimensions vary in direct 
proportion to the amount of duct left; when 
the resection is made close to the parotid 
the swelling is inconsiderable and soon 
disappears. In the outer third of the duct, 
with its numerous resident ezrobic and 
anerobic bacteria, the above experiment gave 
a relatively large proportion of fistulas 
(25 per cent).1 Under such circumstances 
there generally develops a fluctuating pre- 
parotid swelling which breaks down on the 


1 Similar conditions prevail in operations on the lower end of the 
choledochus. 














TAIT: FIBROUS ATROPHY 







; 
Rend é 
eee. 


@y; WTO (Pao BF ) 
dee 252% So paves ) 
ott 
<6 SOLES eso ) ' 
Me o* @ ce0% eo , 
Od h 





ie TF ~8. gy 


Fig. 1. Section of normal parotid gland of adult dog. 
X 250. (a) intralobular duct. (b) one of the acini. (c) scanty 
. ) . . . . . - 
interacinal tissue. (d) interlobular connective tissue. 


third day, discharging a turbid, light, straw- 
colored fluid. The resulting fistula, as 
pointed out long ago by Claude Bernard, in 
his ‘‘Lecons de Physiologie,’ closes sponta- 
neously within a week or two. In my exper- 
iments, atrophy of the parotid gland takes 
place under these mildly infected conditions 
almost as rapidly as in aseptic surgical 
obstruction. Bacteriologic examination of 
the fluid discharged in this group of cases 
habitually showed the presence of the albus 
and numerous anrobes. The prophylactic 
use of urotrcpin did not perceptibly affect 
the findings in this group of cases. 

The second set of experiments included 
ligation of the duct without resection. Here 
the findings were analogous to those of the 
preceding set of experiments except that: 

1. Heavy ligature material may cut 
through the duct, thus producing a fistula, 
expecially in the outer third. 

2. The patency of the duct may be re- 
established following section of the duct with 
fine ligature material, just as occurs in 
circular constriction of the intestine. 

3. Ligation may produce an incomplete 
obstruction (stenosis). 

Here we find a reproduction of the con- 
ditions prevailing in salivary concretions, 
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Fig. 2. Section of parotid gland 18 days after double 
ligation, and section of Steno’s duct. XM2s0. The acini 
are fewer and dilated. (b) the intralobular duct. (a) is 
also dilated; the interacinal tissue (c) is increased in 
amount, the interlobular connective tissue (d) is richer 
in nuclei and more plentiful than in the normal gland. 


i. e., a marked, persisting distension of the 
gland and duct, the sclerotic process being 
often intensified by the addition of an infec- 
tious element. The latter findings explain, 
in part, the extremely diverging views held 
until recently by numerous experimenters 
regarding the effects of ureteral ligation. 

Ureteral ligation may produce either hydro 
nephrosis or atrophy of the kidney. When 
the obstruction is complete (double ligation 
and section), the resulting hydronephrosis is 
invariably followed by renal atrophy. Dis- 
tension of the residual ureter will, however, 
be noted long after the kidney has undergone 
complete atrophic sclerosis. The same result 
may follow ligation alone, but in numerous 
instances the obstruction is incomplete; a 
stenosis is produced and the result is hydro- 
nephrosis with incomplete renal atrophy. 
In the latter case the hydronephrosis may 
persist for many years, the ureter proximal to 
the stenosis presenting a similar picture. 

In the third set of experiments a duct 
fistula was made in the outer third and then 
treated by double ligation and section of the 
duct in its inner third. Under completely 
aseptic conditions the result was a duplica- 
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Fig. 3. Section of parotid gland 4 months after double 
ligation and section of Steno’s duct. X250. The acini 
are still fewer in number and more dilated (b). the intra- 
lobular (a) duct is also dilated. The interacinal supportive 
tissue (c) is dense and greatly increased in amount. The 
interlobular tissue (d) is dense and poor in nuclei. Under 
higher powers no well marked intracellular changes could 
be found. 


tion of that noted in the first set of exper- 
iments, i. e., an early, painless swelling, its 
gradual diminution and a slowly disappear- 
ing distended duct, the dimensions of which 
necessarily varied according to the site of the 
ligation. Here again, in a small percentage 
of cases, a fistula may occur, but it will close 
within a few days.! 

A word now regarding the histologic pic- 


ture. (Figs. 2, 3, 4 and 5.) At first, the 
acini are fewer in number and somewhat 


dilated; the intralobular duct is likewise 
dilated; the interacinal tissue is present in 
greater abundance than normally; the inter- 
lobular connective tissue is richer in nuclei 
than in the normal tissue and is more plentiful. 
At a later date the acini are still fewer in 
number and still more dilated; the interacinal 
supportive tissue is dense and greatly in- 

! The Index Medicus contains but a single case of bilateral ligation 
of Steno’s duct, by Morestin, Europe’s authority on plastic surgery, 
who resorted to this procedure for the relief of a continuous, distressing 
flow of saliva following the successful removal of a carcinoma involving 
the horizontal portion of the inferior maxilla, the entire tongue and 
entire floor of the mouth. In reporting on this case 20 days after the 
duct ligation Morestin noted the absence of swelling in the region of the 


parotid, a marked decrease in the flow of saliva and pronounced im- 
provement in the patient’s local and general condition. 
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Section of the parotid gland 8 months after the 
Zeiss ocular, 
6, obj. B. The interlobular (f) and intralobular (e) fibrous 
element has undergone an extreme degree of hyperplasia 
which must have occurred’ slowly, as it is poor in nuclei, 
most of them being long, thin and tortuous and taking the 
stain deeply. The secretive element of the gland has 
decreased markedly; in many places the acini have com- 
pletely disappeared. It seems probable, however, some 
of the glandular epithelium still retained its functional 
integrity, as in some of the better preserved acini and 
intralobular ducts (d and c) there are collections of an 
inspissated fluid. 


Fig. 4. 
double ligation and section of Steno’s duct. 


creased in amount; the intralobular connect- 
ive tissue is dense and poor in nuclei. At a 
still later date the hyperplastic process is 
still more marked, the epithelial element 
being represented by a few disseminated 
acini resembling epithelial nests, and a small 
number of less dilated ducts. <A_ similar 
sclerotic process is noted in the periductile 
tissues. 

It seems, in drawing conclusions from the 
morphological findings in these cases, that 
obstruction of Steno’s duct results in a 
gradual disappearance of the inter and intra 
lobular duct as well as of the persisting 
acini, and in an extremely pronounced increase 
of the fibrous unit of the organ, particularly 
in the interacinal areas. (Figs. 6, 7 and 8.) 

That obstruction to the outflow of fluid 
from the duct seldom favors the entrance of 
bacteria from the blood was demonstrated by 
the aseptic contents of the dilated duct either 
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Fig. 5. Section of Steno’s duct 8 months after double 
ligation and section. Zeiss ocular 4, obj. B. The 
epithelium lining the duct is for the most part wanting, 
small remnants being found only in the deeper recesses of 
the ductile foldings (a). The remaining tunics are rep- 
resented by dense fibrous tissue rich in nuclei of the adult 
type (b). There is a distinct hyperplasia of the peri- 
ductile fibrous tissue, the protoplasmic element being 
much in excess of the nuclear one (c). A few areas of 
inflammatory reaction are seen in the wall of the duct and 
in the peri-ductile tissues. 


in animals subsequently dying of peritoneal 
sepsis or in animals suffering with suppurative 
lesions at the time of the duct ligation. 
Practiced in the early seventies by the 
French school of physiologists and advocated 





Fig. 6. 11 months after double ligation and section of 
the ureter, showing complete renal atrophy and persisting 
dilatation of the ureter. 
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Section of kidney, 4 months after resection of 
The shell of the kidney, 


Fig. 7. } 
ureter. Zeiss ocular 4, obj. B. 
the medullary portion being almost absent and the cortical 


portion much reduced in thickness. Many of the glomeruli 
are replaced by fibrous tissue (b). Where the glomerular 
epithelium is present it differs from the normal arrange 
ment in the loss of its characteristic dentated periphery 
(d). The tubules (c) are relatively few in number and 
distorted. The most marked change is a distinct hyper 
plasia of the interstitial tissue (a). 


by Korte in the treatment of salivary fistula, 
duct ligation has been resorted to by several 
continental surgeons with results varying 
from early cure to phlegmonous infiltration. 

Experimentation shows the danger of 
obstructing the outer third of Steno’s duct 
and the innocuousness and _ efficiency of 
ligation of the duct as close as possible to the 
parotid gland. 

INDICATIONS 

Surgical atrophic sclerosis of the parotid 
gland may be indicated in the following 
conditions: (1) duct fistula; (2) for the control 
of the drooling which accompanies certain 
types of facial paralysis; (3) as a preliminary 
or secondary step in extensive resection of 
malignant lesions of the face. 

Fibrous atrophy or atrophic sclerosis of 
the salivary glands and duct obstruction have 
not received from surgeons and writers the 
attention which their frequency and _ etio- 
logical importance call for. In my own 
limited necropsy experience unilateral gland 
fibrosis not infrequently follows prolonged 
or repeated mild buccal infection, with or 
without salivary concretions. Furthermore, 
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Fig. 8. Section of kidney, 11 months after ureteral 
section. Leitz ocular, 4, obs. 3. Neither glomeruli nor 
tubules can be seen, their place being occupied by masses 
of dense fibrous tissue (b). The pelvic epithelium seems 
somewhat increased in amount (a). 
in the clinical history of malignant growths 
involving the cheek and the floor of the mouth 
partial, intermittent or complete duct obstruc- 
tion is not infrequently noted. 

Uncertainty has always clouded the diag- 
nosis and classification of tumors of the 
salivary glands. As early as 1874 Terrier 
showed how frequently subacute and especi- 
ally chronic inflammation of the submaxillary 
gland simulates sarcoma and epithelioma. 

Kuttner, in his classic monograph of 1899, 
described in detail six cases simulating 


Ginali dis 


Fig. 9. Section from one of Scalone’s 3 cases. 


malignancy, and drew particular attention 
to the presence of duct concretions or gland 
infection in this class of inflammatory gland 
lesions. 

Later, in 1909, Chevassu, in his prize essay, 
again discussed the numerous mistakes occur- 
ring in the diagnosis of salivary tumors, 
especially sarcoma, the frequency of inflam- 
matory gland growths, the non-recurrence 
of extremely adherent reputed malignant 
growths after laborious extirpation, and 
their so-called cure by toxins and serums. 

A recent monograph in La Clinica Chirur- 
gica, by Scalone, of Naples, contains three 
illuminating histories of the type of obstruc- 
tive gland reaction under discussion, involvirg 
the submaxillary gland, each case illustrating, 
with the precision of an experiment, a suc- 
cessive stage of the hyperplastic process. In 
each of these three operative cases the extent 
of gland fibrosis, or atrophic sclerosis, was 
in direct ratio to the degree of obstructive 
lesions of the excretory ducts. In all three 
cases the clinical diagnosis was malignancy. 
(Figs. 9, 10, and 11.) 

The following abbreviated case history, 
from the University of California Hospital, 
is an excellent example of a not uncommon 
mistake in the diagnosis and treatment of 
parotid lesions. 
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Amati dis 
Fg. a1. Section from one of Scalone’s cases. 


CasE No. 2100. Female, aged 32; syphilis six 
years ago; definite history of pyosalpinx. Four 
months ago painful, rapidly growing swelling in the 
right parotid region. Incision for pus, negative, 
followed by marked increase in size of swelling. 
Upon entering hospital patient presented a smooth, 
somewhat tender, firmly fixed mass bounded by the 
anterior border of the masseter in front, the sub- 
maxillary region below, the middle of the sterno- 
mastoid behind and the lower part of the temporal 
fossa above. The skin was not altogether adherent, 
but much thinned over much of the tumor. The 
upper part of the sterno-mastoid seemed infiltrated 
by the growth. No enlarged cervical glands, 
except in the submaxillary region, where there 
seemed to be decided involvement of the lym- 
phatics. Serum diagnosis for syphilis (Noguchi) 
negative. Eighteen days after resection of bilateral 
sterile pus tubes a small specimen was removed 
from the parotid growth for microscopic examina- 
tion (frozen section). Pathologist’s report: sarcoma. 
Blood count, whites 7,000; poly. 74; large mono. 2; 
small mono. 24. Wasserman negative; urine negative. 
Removal en bloc of parotid and lymph glands with 
internal jugular vein, sterno-mastoid muscle and 
portion of the masseter. Healing satisfactory; 
facial paralysis. (Signed) A. W. Lee. 

Various culture media were inoculated with 
material taken from the parotid and lymphatic 
glands, but after 21 days’ incubation under erobic 
and anaerobic conditions no growth’ occurred. 
Material taken from the parotid and lymph glands 
triturated in sterile normal salt solution and 
injected subsutaneously into two sets of guinea 
pigs of three animals each, left hind leg, ventral 
aspect produced no evidence of any pathological 
process in the animals autopsied after five weeks. 
Parotid. (Fig. 12.) The interstitial tissue is in 
places markedly hyperplastic, with here and there 
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Fig. 12. Hyperplasia of the parotid (Case No. 2100). 


diffuse and = circumscribed areas of round-cell 
infiltration (a), the individual elements of which 
correspond to the mononuclear and polynuclear 
types. The glandular acini are compressed ()), 
many of them having disappeared. Far advanced 
degenerative changes have taken place in numerous 
areas of the parotid (c) in which collections of cell 
detritus are present (d). While not a common 
finding the duct epithelium is found to be the seat 
of hyperplastic processes, in some instances being 
so marked as to lead to almost total occlusion of the 
lumen (e). 

Lymph Glands. The lymph nodules in the cor 
tex are generally hyperplastic, although their 
component cells do not differ from those found in 
the normal organ. The medullary portion of the 
glands is the seat of marked degeneration. 

Conclusions. The examination of various sections 
from the parotid and lymphatic glands revealed 
no signs of malignancy. Diagnosis: chronic hyper 
plasia (inflammatory?) of the parotid and asso 
ciated lymphatic glands. 

CONCLUSIONS 

1. Atrophic sclerosis of the parotid gland 
follows obstruction of Steno’s duct. 

2. Its extent is in direct proportion to the 
degree and duration of obstruction. 

3. The addition of an element of infection 
may hasten the hyperplastic process. 

4. Distension of the duct may persist long 
after the gland has undergone almost com- 
plete fibrous atrophy. 
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5. Fistula of Steno’s duct may be _per- 
manently cured by double ligation and 
section of the duct as close as possible to the 
gland. 

6. Operations on the bacterially rich outer 
third of Steno’s duct are much more fre- 
quently followed by fistula than are similar 
interventions on the inner third of the 
duct. 

7. The effects of incomplete obstruction 
(stenosis) of the salivary ducts are frequently 
found in the parotid and submaxillary glands 
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where, by simulating malignancy, they may 
lead to grievous mistakes in surgical therapy. 

8. In experiments on duct obstruction 
(glands, pancreas, liver, testes, kindey, etc.) 
simple ligation should never be resorted to; 
the only reliable method is double ligation and 
section. 

The writer wishes to express his appre- 
ciation to A. W. Lee, instructor in pathology, 
University of California, for his clever work 
in illustrating this communication and also 
for his assistance in the histologic study. 





AN APPARATUS FOR THORACIC SURGERY UNDER INTRATRACHEAL 


INSUFFLATION OR POSITIVE PRESSURE; 


ALSO FOR ETHER 


ANESTHESIA BY MASK, INTRAPHARYNGEAL, INTRA- 
TRACHEAL, AND INTRABUCCAL METHODS 


By SAMUEL 


N a limited number of thoracic operations 
it is always consoling and frequently 
essential to employ apparatus to assist 
the respiratory mechanism in overcoming 

the effects of wide-open operative pneumo- 
thorax. After eight years of controversy 
concerning the preferable method of applying 
this need, certain facts become apparent. 

If one side of the thorax in the normal dog 
(this animal being especially prone to the ill 
effects of pneumothorax) is opened wide, the 
respiratory function of maintaining the oxy- 
genation of the blood is preserved, provided 
negative pressure is applied to the outer 
surface of the lung, or positive pressure to its 
inner surface; or insufflation is produced by 
the introduction of an intratracheal tube to 
the bronchial bifurcation: and as far as 
answering the requirements are concerned 
it matters little which method is employed. 

If one side of the human thorax is opened 
wide, experience has now shown that these 
three methods are equally efficient in pre- 
venting symptoms of incomplete oxygenation. 
In other words, granting that all chest opera- 
tions, barring accident, are unilateral, the 
choice of methods as such is immaterial. 


ROBINSON, M. D., 


BOSTON 


If both sides of the dog’s thorax are opened 
wide, all three methods continue to supply 
the needs. 

There is every reason to believe that a 
similar condition produced intentionally or 
accidentally in human beings would be like- 
wise well supported by these three methods. 

On the other hand, if in the presence of 
unilateral or bilateral pneumothorax, be it in 
animals or man, the muscular respiration 
mechanism ceases to functionate, or is arti- 
ficially paralyzed; or if both lungs are deliv- 
ered from their lower posterior apposition to 
the chest wall (Meltzer), neither positive nor 
negative pressure will preserve the oxygena- 
tion of the blood unless the pressure is ren- 
dered intermittent, thus providing the older 
forms of rhythmical inflation. 

Intratracheal insufflation, on the other 
hand, is capable of maintaining normal cir- 
culatory functions in spite of the complete 
exclusion of the respiratory movements. 
Meltzer and Auer have admirably and con- 
clusively demonstrated this fact on the 
curarized dog. 

Bearing in mind that we are comparing 
only the functional adequacy of the methods, 


~ 
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and confining ourselves to clinical applica- 
tion, it would seem that the insufflation 
method excels in one instance only, namely, 
at the moment of complete exclusion of the 
subjective breathing, which is necessary 
when either differential pressure is employed 
to prevent a dead space and carbon dioxide 
retention. It may be argued that in thoracic 
surgery the subjective movements of the lung 
by the patient are never reduced to a point 
even approaching a dangerous limit. Both 
sides of the chest are not, and at present 
should not be, opened. The lung of the un- 
operated side will, though restricted in its 
functions, oscillate with respiration sufficient- 
ly to complete the necessary exchange of 
gases. Paralysis of the respiratory center 
is of rare occurrence when positive or negative 
pressure is employed; and if the rhythm is 
momentarily broken it can be started again 
by several intermittent inflations with the 
differential pressure employed. Meltzer and 
Auer were unable completely to exclude lung 
function or the subjective breathing in dogs 
not curarized until they had opened both 
pleural cavities and lifted both lower lobes 
from their posterior appositions —- a proce- 
dure beyond the highest ambitions of thoracic 
surgery in the human. 

In choosing a method for employment, it 
would seem that as regards adequacy to main- 
tian life, a preference would be difficult to 
maintain. The test of the comparison rests 
in the application of the methods to the more 
serious thoracic cases. Many chest opera- 
tions have been performed by all methods. 
A surprisingly large proportion of these have 
been in cases where apparatus has been more 
a consolation or experiment than a necessity 

in other words, cases in which the result 
and even the progress during operation might 
have been equally good without apparatus. 
Of the rare reported instances in which appa- 
ratus was obviously of value, positive pres- 
sure has been used. In one reported case 
of death during the employment of positive 
pressure, there is no evidence that the method 
was responsible or even contributed to the 
fatal outcome. There were sufficient patho- 
logical and technical obstacles to be solely 
responsible. The career of intratracheal 

















Fig. 1. Apparatus for intratracheal insufflation and 
mechanical etherization. 


insufflation has been thus far too brief to 
include many cases of the more serious group 
to which we refer. 
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Although death may not have been the 
immediate though perhaps the ultimate 
result in the grave operations to which I refer, 
it is in my opinion quite conceivable that 
experience with intratracheal insufflation in 
such cases may demonstrate that the patient 
can be kept in a steadier and better condition 
during operation than when positive pressure 
is employed. While positive pressure has 
maintained a sufficient oxygenation to pre- 
serve life, and the subjective respiratory 
movements have been apparently sufficient 
to prevent complete stasis of gases, the ques- 
tion may be one of degree. The conflicting 
symptoms attributable to parts of the opera- 
tions and to the pre-existing pathological 
conditions form a complex from which it is 
difficult to determine to how great a degree 
the differential pressure is performing its 
function. Time alone will prove whether this 
degree is limited, and whether intratracheal 
insufflation in similar cases will, by main- 
taining an even oxygenation regardless of the 
respiratory excursions, increase the resistance 
of the patient both during and subsequent 
to the operation. 

Accepting with this possible exception 
the like adequacy of the negative pressure, 
positive pressure, and intratracheal insuf- 
flation methods, one turns at once to a 
comparison of the several devices necessary 








for the employment of these methods re- 
spectively. 

Negative pressure necessitates a_ large 
cabinet, or the construction of a_ special 
operating room in which the air may be rare- 
fied. This element alone has materially re- 
stricted the employment of this method. 
Most of the cabinets in existence were con- 
structed before the simpler devices for posi- 
tive pressure and intratracheal insufflation 
were perfected. 

For positive pressure smaller cabinets have 
been constructed, and likewise head chambers 
of many designs. All of these have been 
successfully employed. The motive which 
led to their construction was what appeared 
to be a paramount necessity, namely, to leave 
the mouth of the patient unobstructed to the 
emission of vomitus, and to the introduction 
of oesophageal or other instruments. 

The application of positive pressure through 
a face mask to the nose and mouth has in a 
sufficient number of thoracic operations ade- 
quately fulfilled the requirements. Its tem- 
porary removal in case of such unusual 
emergencies as vomiting and instrumentation 
has not been found to interfere with its suc- 
cessful employment. 

Having then the simpler and equally satis- 
factory mask method of positive pressure at 
our disposal, it is improbable that the over 
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pressure cabinets and head chambers will 
continue to be constructed. 

I designed and reported in rg1o a cabinet 
which I have since used alternately with a 
portable mask apparatus described at the 
same time. Both have been satisfactory, but 
since they are equally so I cannot conscien- 
tiously advocate the further construction of 
cumbersome cabinets when the simpler appa- 
ratus is equally efficient. 

The intratracheal insufflation apparatuses, 
also efficient and uncomplicated, have further 
diminished the indications for the use of 
cabinets and head chambers. 

By a process of exclusion, therefore, we are 
reduced to two efficient and simple contri- 
vances for overcoming the possible ill effects 
of surgical pneumothorax: the positive pres- 
sure mask apparatus, and the intratracheal 
insufflation outfit. 

Is it necessary to confine ourselves to a 
choice of these when a simple apparatus as 
uncomplicated as either is admirably suited 
for both methods? 

In 1908 I published the results of experi- 
ments with a method which is now entitled 
intratracheal insufflation. Doubting its ap- 
plicability to the human, I confined myself to 
the use of positive pressure. At a meeting of 
the Academy of Medicine in 1g1o, I expressed 
misgivings as to the ease of introducing a 
tube into the human trachea of patients 
afflicted with thoracic diseases, and doubted, 
furthermore, that intratracheal insufflation 
could be generally employed. 

I have, however, since experimented further 
with the method and employed it clinically in 
a series of cases. I have found it to meet the 
claims and expectations of its advocates, 
Meltzer and Auer, to whom all credit is due 
for recognizing the value of the method, for 
expounding it, and for supporting it by sound 
physiological reasoning. 

There is a degree of satisfaction in being 
prepared to support the oxygenation with 
the mask in chest cases, in which the intro- 
duction of a tracheal tube is contraindicated, 
difficult, unnecessary, or for any reason 
undesirable. Finding therefore that few 
changes in the portable mask positive pressure 
apparatus were necessary to adapt it to the 
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lig. 3. Vaporizing segment of apparatus showing ether 
bottle, water-bath, heater, valves, etc. 


use of insufflation, and that with a specially 
designed motor, either method could be em- 
ployed, I present the following apparatus. 

The accompanying photograph (Fig. 1) illus 
trates the three portions of the apparatus mounted 
on a three-shelf table which can be moved to any 
suitable position in the vicinity of the operating 
table. 

In Fig. 2 the two parts of the apparatus are shown 
resting in front of boxes in which they may be 
carried. 

While the special table is a convenience if the 
apparatus is to remain fixed in one clinic, it is by no 
means essential. If the outfit is to be transported 
from place to place, the motor and air-compressor 
may be left within their box in which are two holes, 
one for the entrance of the circuit wire, and one for 
the exit of the tube from the pump to the ether 
bottle. The motor box may be placed on a table 
at the side of the etherizing segment, or left stand 
ing on the floor with the etherizing segment near 
by on an instrument table. 
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Fig. 4. Method of employing positive pressure. Face 
mask; resistance water-bottle. 


Referring to the illustration of the apparatus 
mounted on a special table, the nickel-plated motor 
and air-compressor are seen on the lowest shelf, 
mounted together on a single base with direct drive. 
The avoidance of a belt gear with pulleys results 
in close approximation of the motor and pump, thus 
adding compactness. The avoidance of metal gears 
excludes the noise of the latter, the direct drive 
resulting in the exclusion of noise with the exception 
of a slight clicking of the vanes of the air-compressor, 
which is scarcely audible. The power consists in a 
specially wound shunt motor, one-tenth H. P. It 
was not constructed until the engineer of the Holt- 
zer-Cabot Electric Company became familiar by 
tests with the load provided by the air-compressor 
when forcing air through the resistance of this par- 
ticular apparatus. The speeds vary from roo to 
600 revolutions. 

The air-compressor is of the rotary friction type, 
and my five years of experience with similar ones 
satisfied me that they are well constructed and not 
subject to disorders. The speed of the motor is 
controlled by a rheostat on a second shelf of the 
table 

The air from the pump passes through a small 
filter into a piece of flexible metal tubing, one-fourth 
of an inch in diameter, to the etherizing segment on 
the top shelf, with which it connects by a small 
coupling. The details of the vaporizing outfit are 
shown best in Fig. 3. A three-necked Wolff bottle 
is seated in a copper water-bath with faucet outlet, 
there being a clearance of one-quarter of an inch 
between the bottle and the copper basin. The 
latter rests upon a specially constructed electric 
stove which offers enough resistance to the current 
employed to heat the water-bath sufficiently to 
prevent the ether from falling to a temperature 
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Fig. 5. Intrabuccal clamp (Habberley) in position. For 
etherization alone or for positive pressure. 


below 60 degrees, and yet insufficient to allow the 
ether to reach its boiling point. (The illustration 
of this particular apparatus shows a rheostat under 
the top shelf to vary the heat of the water-bath. 
In the apparatuses subsequently constructed this 
rheostat has been omitted, since it has been found 
unnecessary to vary the resistance to the current.) 

The nickel-plated brass tubing mounted on the 
back-board is so arranged that the valves in its 
circuit can be turned by the wheels without upset- 
ting the stability of the apparatus. Without going 
into details of description, it can be readily seen that 
by the adjustment of the valves the air entering 
from the pump passes either by or into the ether- 
bottle. The percentage of air and ether vapor is 
arranged by adjustment of the two upper valves 
of the circuit. The glass tubing entering the ether- 
bottle does not enter the liquid ether, the air passing 
over the surface of the ether, and not through it, 
escaping through the right-hand neck of the bottle. 
By this arrangement the vapor circuit and the direct 
air circuit are independent, and the opening of one 
does not, as in some apparatuses, result in the clo- 
sure of the other. In controlling the patient, except 
at the beginning of anesthesia, the air valve remains 
constantly wide open, and the vapor valve is opened 
to a degree sufficient to maintain the required 
anesthesia. 

A third valve is noted on the left side of the appa- 
ratus which is two-way. In one position deflation 
may be accomplished, the pressure being suddenly 
omitted by the escape of air through the side outlet. 
In another position the air continues through the 
circuit joined by a stream of oxygen througii a tube 
attached to the side outlet. Oxygen may thus be 
used at the end of an operation to bring the patient 
out more promptly. 


et 
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Fig. 6. Pharyngeal anesthesia; nasal tubes in 
5 - 


position. 


An addition has recently been made to the appa- 
ratus, consisting of a small filter interposed in the 
brass tubing. just proximal to the junction of the 
flexible tube leading to the patient. 


It will be noted that no separate filter is 
provided. It has been claimed by Elsberg 
and others that the etherizing mixture should 
be both warmed and moistened as the in- 
haled air is normally treated by the mouth 
and naso-pharynx. Theoretically this would 
seem to be a necessity; but experience has 
satisfied me to the contrary. I am content 
with the warming of the ether itself to prevent 
the entering mixture from being at a lower 
temperature than the air of the operating 
room. Six feet of 7’ flexible metal tubing is 
attached at one end to the outlet of the appa- 
ratus, and at the other to the intratracheal 
or nasal tube, mask or intrabuccal clamp. 

Space does not permit of a discussion of the 
technical details of administering  intra- 
tracheal insufflation or positive pressure. I 
may say, however, that I regard the use of a 
speculum and the direct introduction of the 
tube between the visible vocal cords as an 
unnecessary complication in the method. I 
have employed the Cotton introducer with 
and without previous cocainization, and have 
invariably succeeded in introducing the tube 
in a shorter time and with less inconvenience 
than the speculum method entails. Further- 
more, I have preferred the soft rubber tubes 
of Quinby to the stiffer catheter recommended 
by some. The latter may produce trauma, 
while with the former this is impossible. 


Fig. 7. Intratracheal insufflation or — intratracheal 


anwsthesia. 


POSITIVE PRESSURE 

To apply this apparatus for the use of posi- 
tive pressure by the mask method, see Fig. 4. 
A rubber tube is connected with the outlet 
of the face mask which leads to a water bottle. 
Raising or lowering the glass tube immersed in 
the water column varies the pressure which is 
recorded on a manometer seen in the photo- 
graph of the main apparatus. This mask is 
remodeled from one manufactured by the 
S. S. White Dental Manufacturing Company 
of Boston, and is particularly suited to this 
purpose. 

I have described in previous papers the 
necessity of free ventilation of the mask, in 
order to prevent the accumulation of carbon 
dioxide in the dead space between the lips 
and the lungs. This necessitates the supply 
of a greater volume of air than is necessary 
in intratracheal insufflation. In employing 
positive pressure the air compressor must be 
run at a higher speed by lowering the resist- 
ance of the rheostat. While too revolutions 
per minute is sufficient for intratracheal in- 
sufilation, 600 is necessary for positive 
pressure. 

MECHANICALLY APPLIED 

The administration of ether anwsthesia by 
ether vapor forced into the mouth, nose, or 
pharynx, has been performed for many years, 
the pressure being supplied by a cautery bulb 
or bellows. Thanks to the recent develop- 
ment in intratracheal insufflation, we have 
learned to recognize better the value of me- 
chanically applied ether as such. The substi- 
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Fig. 8. Face mask, intrabuccal clamp, Cotton intro- 
ducer, Quinby intratracheal tube. 


tution ofa motor for other devices in providing 
the vis a lergo has shown that the essential 
feature is to be found in the several unvarying 
factors at hand. The steady stream of air 
from a motor-driven pump administers a 
more even anesthesia than when bellows or 
bulb are employed. 

The picture of a patient sleeping under 
intratracheal anesthesia is now quite gener- 
ally known. The patient appears to be more 
under a narcotic than an anesthetic. He 
never presents the symptoms of suddenly 
applied strong ether, nor of an inadequate 
supply. The mouth and pharynx are not 
intermittently obstructed by the tongue, 
mucus, or muscular spasm; and the common 
excuse under such conditions, that the patient 
is ‘a poor etherizer,”’ is uncalled for. 

Other advantages in the mechanically ap- 
plied ether have been enumerated recently 
by different writers, and need not be men- 
tioned here. Suffice it to say that my own 
experience has proved the justice of their 
contentions. 

Pharyngeal anesthesia, as recently per- 
fected by Thoms and Flint, is also far superior 
to the usual cone or drop method, not only 
for reasons of convenience to the operator, 
but also because here, again, the constant 
mechanical factors maintain a steady anes- 
thesia. My experience has been that the 
pharyngeal method does not administer as 
ideal an anesthesia as the intratracheal 
method. It is nevertheless simpler of appli- 
cation; and it may be argued that where 
intratracheal ether is contraindicated, all 
its purposes may likewise be accomplished by 
pharyngeal anesthesia, and therefore that 
the introduction of a tracheal tube is an un- 
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necessary performance. On the contrary, 
the results of intratracheal cases have shown 
so conclusively that postoperative complica- 
tions do not occur, it may be said that it is 
rarely contraindicated, and that pharyngeal 
ether should be substituted only because less 
delay results, and also because little training 
is necessary for its application; while the 
introduction of a tracheal tube requires some 
paraphernalia and some experience. If fur- 
ther experience demonstrates that intratra- 
cheal ether should not be administered except 
in the presence of contraindications of other 
forms, the pharyngeal method should imme- 
diately become the one of choice. 

I have been interested in carrying further 
the application of mechanical ether by 
methods other than the intratracheal or 
pharyngeal. Fig. 5 shows in position an intra- 
buccal clamp designed by Mr. A. N. Habber- 
ley of Boston, for use in a rhythmical, arti- 
ficial respiratory apparatus. The principle 
is the same as that of Mayer, employed in a 
positive pressure apparatus. I have added 
to Habberley’s clamp an additional outlet 
tube. When the apparatus is connected with 
the clamp, if air enters at inspiration both by 
the nostrils and outlet tube, the mixture from 
the etherizing segment is so diluted that 
anesthesia is not ocmplete. It is necessary, 
therefore, to close one or both nostrils to 
prevent excessive dilution at inspiration, and 
yet provide an escape at expiration. The 
particular advantage of the intrabuccal clamp 
is that, like the intratracheal and pharyngeal 
methods, it is self-retaining, the pressure 
against the lips being sufficient to keep the 
clamp in place without causing subsequent 
swelling of the lips. The tongue does not 
obstruct the orifices in the clamp because the 
pressure of the incoming air forces it away. 
Elevation of the jaw is, however, necessary 
in certain occasions, as it would be with the 
use of the ordinary ether cone. 

I have also employed the mask (Fig. 4) 
both for positive pressure in chest cases, and 
for anesthesia alone. When employed for 
anesthesia the rubber tube is removed from 
the second opening in the mask and the latter 
is covered with adhesive plaster to a greater 
or less extent, according as to whether the 





FRANK: 


nares are functionating or not. The only 
advantage of the celluloid cone method over 
the ordinary cone is that the universal ad- 
vantages of mechanically applied ether are 
still at hand from the apparatus. Unlike 
the intratracheal and pharyngeal methods, 
however, the tongue and soft palate may yet 
provide obstruction to the free entrance and 
exit of air. 

The use of such an apparatus as the one 
described above, both for thoracic surgery and 
for anesthesia alone, belongs to the profes- 
sional anesthetist; but my interest in the 
development of thoracic surgery apparatus 
has resulted in the construction of this one; 
and with the assistance of Dr. Allen I have 
experimented with it to test the comparative 
value of these different forms of mechanically 
applied anesthesia. 
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SECONDARY PAROTITIS FOLLOWING OPERATIONS FOR APPENDICITIS' 


REPORT 


WITH A 


By 


Surgeon to Columbus and German Hospitals; Consulting 


ROM a study of the literature of the 
subject, secondary parotitis is one of 
the rarest of the operative sequels in 
abdominal surgery; so rare, indeed, 
that many surgeons of wide experience have 
never observed a case. Only sixteen cases of 
this complication following operations for 
appendicitis have been recorded up to the 
present time. 
The infrequency of the parotid becoming 
secondarily involved after an appendectomy, 


1Read before the Chicago Surgical Society, January 12 
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and the two cases that have come under my 
personal observation within one year, after 
a surgical experience of thirty years, are my 
reasons for presenting this paper. 


Case 1. Mrs. A. R., age 40, referred to me by 
Dr. M. Sahud, of this city, as a case of operative 
appendicitis. The operation was performed June 
21, 1r910. A gangrenous perforated adherent ap- 
pendix, with about a drachm of localized pus, was 
removed. The incision was partly closed, leaving 
enough space for adequate drainage. The after- 
treatment was carried out in the usual manner, 


1912. See discussion on p. 517. 
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The patient was doing nicely until three days after 
the operation, when her temperature rose to 103° 
F.; her right parotid gland commenced to swell and 
was very painful. It was painted with tincture of 
iodine; an ice-cold moist occlusive dressing applied, 
which was changed every hour. Five days after 
the first parotid symptom made its appearance the 
gland became enormously enlarged, the tempera- 
ture varying between 1or° and 103° F. Seven days 
after the swelling was first noticed it commenced 
to recede, and by the sixteenth day it was normal. 
Thirty-two days after the operation the patient 
left the hospital in good condition. 

CASE 2. Miss L., age 35. For this case I am 
indebted to Dr. L. Sintzel, of Shermerville, Illinois, 
who referred this patient with a diagnosis of rup- 
tured appendicitis. I saw the case on her arrival 
at the hospital, July 30, 1910, in a condition of 
pronounced shock, with all the symptoms of a 
general septic peritonitis. She was in such a pre- 
carious condition that it was deemed advisable to 
postpone the operation. A few days later, when her 
grave symptoms subsided and the patient appeared 
to be progressing nicely for a favorable interval 
operation, the temperature suddenly rose to 105.4° 
F., pulse 150, respiration 26 to 34. It was decided 
not to delay any longer, but operate at once. On 
opening the abdomen pus welled out from the free 
peritoneal cavity. The appendix was gangrenous, 
perforated and adherent to the right tube and ovary; 
these were removed. The pelvis was filled with a 
foul-smelling pus. The cavity was adequately 
drained and the wound partly closed. A large ice- 
cold moist occlusive dressing, covering the entire 
abdomen, was employed, and changed every two 
hours. The patient was placed in a modified 
Fowler position. Stimulants were used hypodermi- 
cally until the condition of the heart showed signs 
of improvement. The temperature dropped to 
102° F. in 24 hours. About 36 hours after the 
operation the patient developed a painful swelling 
in the right parotid region. Unguentum Credé and 
moist ice-cold applications were applied. While 
the abdominal symptoms and the condition of the 
wound were making good progress, the swelling 
of the parotid grew larger, until it extended from 
the ear to the other side of the symphysis menti. 
Temperature registered between ro1° F. and 104.6° 
F. No fluctuation could be detected. The enlarge- 
ment was shiny and very tender. Six days later a 
deep incision over the most prominent point of the 
tumor was made in front of the ear, and a great 
deal of thick pus and broken-down tissue was 
evacuated. Introducing the finger into the open- 
ing, I was able to enter into new loculi. Numerous 
incisions were made for counter-drainage. In this 
case it was not the absence of fluctuation that made 
me delay earlier incision of the gland, for I knew that 
pus benetah the dense parotid fascia will not give 
early fluctuation; but the successful outcome in my 
previous case shortly before, without surgical inter- 
ference, led me to wait for a similar issue. The 


result was my patient died on the following day, 
August 11th. 

Parotitis, following operations, was first 
regarded as a primary inflammation, or 
‘““mumps.”’ It was, however, very soon dis- 
covered that the former was secondary, prone 
to lead to suppuration, while ‘‘mumps”’ was 
a primary disease, and, as a rule, never 
formed pus. Consequently, secondary paro- 
titis must have a separate pathology of its 
own. And as a result five different theories 
were advanced by various writers on the 
subject, to explain its origin. 

1. Pyemic or embolic theory. 

2. Heat degeneration theory. 

Toxin excretion theory. 
Sympathetic theory. 
Duct infection theory. 

W hile all the five theories are based more 
or less on theoretic grounds, I feel certain 
that, after presenting the foundations upon 
which they rest, it will be very plain that the 
last named theory of duct infection has a 
more scientific basis for its explanation, and 
is the only one that offers any reasonable 
hope for a rational prevention and treatment 
of this complication. 

Before presenting the reasons of the ad- 
herents to the theory of the duct infection, 
who constitute by far the greatest number, 
each theory will be considered separately. 


nbhw 


I. PYEMIC OR EMBOLIC THEORY 

When secondary parotitis was first recog- 
nized, it was thought that it always occurred 
during the course of septic infection; it con- 
sequently became to be regarded as a pyemic 
phenomenon due to embolism of the parotid 
vessels with septic clots derived from the 
primary focus of the disease. Two objections 
to this theory were brought forward by several 
observers: First, that secondary parotitis 
occurred in cases where no septic element 
existed. Second, in cases where the primary 
disease was of a septic nature, on postmortem 
no thrombi were demonstrated at the primary 
seat of the disease, and septic emboli in other 
parts were absent. In rare instances, how- 
ever, of true embolic pyemia in which the 
parotid became the seat of embolic abscesses, 
many other organs are similarly affected and 
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the parotid is the last to be attacked. It was 
further shown by microscopic studies that 
secondary parotitis differs from parotitis of 
embolic origin by the following findings: in 
the former the inflammation begins around 
the ducts extending to the center of the lobule 
and many lobules became simultaneously 
involved; in the latter the inflammation be- 
gins in the peri-lobular spaces around the 
blood-vessels, and the inflamed mass is a single 
one, involving the area of gland tissue sup- 
plied by the particular vessel which has 
become blocked with the septic clot. 
2. HEAT DEGENERATION THEORY 

Liebermeister regarded secondary parotitis 
as a parenchymatous degeneration of the 
gland due to hyperpyrexia. This theory was 
abandoned, as secondary parotitis does occur 
with or without any perceptible rise of tem- 
perature. 

3. TOXIN EXCRETION THEORY 

This theory was advanced by Bouchard, 
who claimed that the parotid gland becomes 
affected during an ineffectual attempt on the 
part of the gland to excrete toxins manufac- 
tured by the organisms of the primary disease. 
This theory gained very few followers, as it 
was found that the complication appeared 
during the course of diseases in which toxe- 
mia was absent. 

4. SYMPATHETIC THEORY 

Stephen Paget, who is probably the most 
ardent supporter and enthusiast of this 
theory, after a study of the clinical features 
of a large number of cases found that secon- 
dary parotitis occurred most frequently 
during the course of diseases or after opera- 
tions on the ovaries, prostate, testicle, and 
generative organs of male and female gen- 
erally. 

In view of this special evidence, he sug- 
gested that the secondary inflammation of 
the gland was due to the existence of a sym- 
pathetic relationship between the parotid, 
on the one hand, and the generative organs 
and, possibly, the peritoneum, on the other. 
In support of this suggestion he draws atten- 
tion to the existence of a similar kind of 
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sympathy between the same organs when 
the testicle and ovaries become affected dur- 
ing the course of mumps. Against this theory 
there is no experimental proof of any kind 
to support it, and, if a theory of this kind 
were to be accepted, the microbic cause of 
diseases would have to be disregarded. 


5. bucT THEORY 

In 1889 Hanau and Pilliet were the first 
to suggest secondary parotitis to be due to 
direct infection of Stensen’s duct with micro- 
organisms from the mouth. 

They found, on microscopic examination 
of sections of parotids secondarily infected, 
that the ducts were choked with debris 
containing micro-organisms; that inflamma- 
tory processes invariably began around the 
duct in the center of each lobule and spread 
later to its periphery and_ perilobular con- 
nective tissue, where the blood-vessels are 
situated. 

These findings made them conclude that 
secondary parotitis could not be of embolic 
origin, or else the inflammation would begin 
around the vessels; furthermore, the f 
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fact 
that the inflammation began simultaneously 
in the center of many lobules at once, pointed 
to an ascending infection. This conclusion 
was further borne out by the bacteriological 
studies of Girode, who found, on taking 
cultures from the gland, the orifices of Sten- 
sen’s ducts and the oral cavity, that the 
organisms from each growth were invariably 
identical, and that the bacteria giving rise 
to secondary parotitis were not the same as 
that of the primary disease. 

In embolic parotitis, due to pyemia, the 
germs in the parotid are identical with those 
of the primary disease, and abscesses in other 
parts of the body usually precede the parotid 
infection. 

Claise and Duplay have shown, from 
clinical observations and experiments on 
animals, that secondary infection of the paro- 
tid can only occur in the presence of certain 
abnormal predisposing conditions: (1) Mi- 
cro-organisms introduced must be excessive 
in number and very virulent. (2) General 
vitality of animal must be previously de- 
pressed by starvation or other methods. (3) 
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The normal secretion of parotid altered in 
quantity and in quality. 

From a study of the above facts, the fol- 
lowing are the conclusions: 

1. That it is highly probable that secon- 
dary parotitis is due to an ascending infection 
of Stensen’s duct. 

2. That the onset of this complication may 
be prevented by attending to the following 
details: (a) Mouth carefully cleansed before 
and after operation. (b) Everything used 
for the anesthetic should be sterile. (c) The 
anesthetizer should avoid pressure on the 
gland while attempting to elevate the jaws 
during anesthesia. 

3. When the swelling does not show any 
tendency to decrease in size, in about four 
days, it is advisable not to wait for fluctua- 
tion, as the location of the pus is beneath 
the dense parotid fascia. Therefore, free 
incision and drainage should be resorted to 
early. 
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REPORT OF NINETY-THREE 


CASES OF CIRCULAR VALVE 


GASTROSTOMY ! 


By E. J. SENN, 


ASTROSTOMY, as originally sug- 
gested by Egeberg, in 1837, and per- 
formed by Sedillot, Fenger, Foster, 
Durham, Langenbeck, Krénlein, and 

Verneuil, consisted simply in making the 
external incision through the abdominal wall 
and fastening the stomach in the wound with 
sutures or steel needles as a support, and then 
incising it. There was naturally no resistance 
to the stomach contents and the patient’s life 
was made miserable by the digestive action of 
the gastric juices on the neighboring skin. 
Often death was the result of starvation, as 
food was not retained sufficiently long in the 
stomach. The operation fell into disrepute 
and practically lay dormant until it was re- 
vived and received an impetus in the methods 
of von Hacker, Hahn, Witzel, Ssabanajew, 
and Frank, which was a step in rectifying the 
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disagreeable features that are inevitable in 
the continual leakage of a gastric fistula. 
Some years ago I devised and described the 
method of circular-valve gastrostomy. I was 
convinced at that time that the method in 
which the musculature of the stomach itself 
was utilized for sphincter action was the 
operation of choice, for obvious reasons. 
The simple technique, the facility with which 
it could be executed, and the good results 
were factors for its favorable consideration. 

It gradually grew in favor with the pro- 
fession, especially so after this method was 
recommended in the writings of A. W. Mayo- 
Robson, of London, and B. G. A. Moynihan, 
of Leeds. In order to ascertain the present 
status of the operation I addressed two hun- 
dred surgeons in this country, asking the fol- 
lowing questions: 


1 Read before the Chicago Surgical Society, January 12, 1912. See discussion p. 516. 




















SENN: 


1. How many times have you performed 
the E. J. Senn gastrostomy? 

2. For which pathological condition: (1) 
Benign? (2) Malignant? 

3. Immediate results? 

4. Remote results? 

5. Remarks? 

I received sixty responses, and of this num- 
ber twenty-eight had done the operation one 
or more times. The twenty-eight surgeons 
resorted to this method ninety-three times. 
Several surgeons, who are known to have a 
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large practice, wrote that they had not per- 
formed a gastrostomy in several years. 
Gastrostomy is an operation which is rarely 
done, relatively speaking, when compared to 
other operative procedures of the gastro- 
intestinal tract. In malignant cases the sur- 
geon does not derive much satisfaction from 
a palliative measure, and the patient usually 
reluctantly consents to have it performed, 
although he be almost starved to death. 

The following is the table giving the results 
of the several operators: 





































































































































































































































































































Operator Cases| Be- | Ma-| Immediate Remote Remarks 
nign | lign’t results results , 
1. L. Barth 18 I 17 | Good Good Used no other method in the last four years. 
2. E. G. Beck 2 I 1 | Good One died later 
3. A. T. Bristow 2 2 | Good Good Stomach functionated until death. 
4. C. G. Buford I 1 | Good Death Cancer cardiac end stomach. 
5. Wm. R. Cubbins I I Perfect Good Obstruction of esophagus, caused by lye. Death from pneumonia 
two years later. 
2 = a 
6. J. R. Eastman 2 2 Very good Good 
7. W.L. Estes 2 2 Good Good It is a good technique. 
8. J. Frank I 1 | Good Died 3 weeks | Postmortem findings appertaining to operation perfect. Died from 
ater general carcinomatosis. 
9. J. D. Griffith 2 I t | Good Good One now alive, after 3 years, and doing well. The other malignant 
died after two years. 
to. A. E. Halstead 5 I 4 | Good Good Benign case under observation for 2 years. The best operation that 
I have tried. 
ir. C. A. Hamann 2 2 | Death Good One death from exhaustion in 10 days; one satisfactory till death, 
two months later. 
12. L. W. Hotchkiss 2 2 | Good Good I have done this operation several times in malignant stricture of 
esophagus, and find it a good method. 
13. A. B. Kanavel 2 I t | Very satisf’y| Perfect 
14. D. D. Lewis 4 I 3 | Good Good It is the simplest gastrostomy, and, in these cases, no leakage. Re- 
sults all that could be desired. 
15. J. P. Lord 3 3 | Good Good Have applied this operation frequently to cases of intestinal obstruc- 
tion requiring enterostomy for drainage of toxic bowel contents. 
Used this procedure about 15 times. 
16. F. B. Lund 5 2 3 | Good Good Excellent in benign cases. Malignant did as well as expected. 
17. W.J.and C. H. Mayo 6 6 | Good Good 
18. J. G. Mumford 2 2 | Satisfactory | Good It does not leak. 
19. A. J. Ochsner 8 8 | Excellent Excellent in 6;} In 2 cases the stomach wall seemed to lack resistance and there was 
leakage in 2 leakage. Have since made the Witzel operation. 
20. J. F. Percy ol = 2 | Excellent Excellent Benign stricture of esophagus; perfect result as far as feeding is con- 
cerned. Malignant cases fed until death. 
21. A. Primrose 3 3 | One died Good One died inr2 hours. Was bad operative risk, because of emaciation. 
Two lived in great comfort. 
22. Miles Porter 2 2 Good Unknown Done for stricture patients; lost sight of them. 
23. W. L. Rodman 6 6 | One death Good A splendid method. None better. 
24. B. M. Ricketts 4 2 2 | One death Good Death in child 3 years old. 
25. C. S. Scudder I t | Good Good I like this procedure. 
26. C. G. Swenson I rt | Good Good 
27. C. Wagner 2 2 | Gratifying | Good Simplicity of method and accuracy of function appeal to me. 
28. E. A. Vander Veer I I Good Good Patient lived for 3 years. Best method to employ in selected cases. 
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There were four deaths due to the opera- 
tion itself; although one occurred ten days 
after the operation. The mortality, 4.3 per 
cent, is low, as the great majority of cases 
were malignant, and, as is usually the case 
with such patients, their vitality is at a min- 
imum and they are poor subjects for operative 
interference. These patients succumb more 
readily to postoperative pneumonia than in 
any other laparotomy. 

Formerly, the mortality of gastrostomy was 
distressingly high. The first twenty-eight 
operations all terminated fatally. In the 
next twenty-eight operations, up to 1879, 
seven recovered. Of 207 cases collected by 
Gross, 167 were for cancer and forty for 
cicatricial stenosis, with a death rate of 29.47 
per cent from operation itself. Zesas placed 
the mortality at 60 per cent for cicatricial 
stenosis and 84 per cent for malignant cases. 

The mortality of modern gastrostomy, in 
conformity with laparotomy for other patho- 
logical conditions, is, and should be, com- 
paratively low at the present time. 

In the above report there were only two 
cases of leakage, or 2.15 per cent. These 
two cases occurred in the practice of one of 
our ablest surgeons. I presume that leakage 
in these two instances was due, in all prob- 
ability, to the faulty union of devitalized 
tissues. The results in the other six cases of 
the same surgeon were good. Non-union is 
very likely to occur in these patients if the 
stomach is very much contracted, or if the 
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fistula is made too high up on the lesser 
curvature of the stomach, thus putting too 
much tension on the line of suture. Leakage 
can be prevented most effectually by making 
the opening in the stomach small, as the too 
free opening of the gastric wall favors leak- 
age. The great majority of gastrostomies, 
as originally performed, leaked, principally 
due to the fact that no pretense was made for 
valvular closure. There was an almost con- 
stant regurgitation of food, especially if the 
fistula was situated near the pyloric orifice, 
and the patients starved to death in spite of 
the gastrostomy. 

In conclusion, I would call attention to the 
fact that the principle of circular-valve 
gastrostomy was applied to enterostomy in 
15 cases, by Lord, with good success. McDill 
and others have also had recourse to it. The 
object of this short paper is not to compare 
this method with other methods of gastrost- 
omy, but to give the results of a limited num- 
ber of cases operated on by different surgeons. 

The good properties of this operation, as I 
find it, are: 

1. Simplest method. 

2. Rapidity with which it can be executed; 
so important a factor in this class of patients. 

3. Requires the least sacrifice of gastric 
wall, a redeeming feature where we have to 
deal with an organ which is contracted, either 
through non-use or disease. 

4. Facility with which the patient can 
insert and remove tube for feeding purposes. 





RUPTURE OF PYOSALPINX AS A CAUSE OF ACUTE DIFFUSE 
PURULENT PERITONITIS 


By WALTER M. BRICKNER, M.D., New York City 


Surgeon to the Philanthropin Hospital; 


lent, peritonitis about a pyosalpinx is 
a familiar form of extension of the 
inflammation from within the tube. 
Actual rupture of a distended pus-tube into 
the free peritoneal cavity, however, is account- 
ed a rare accident. Within the past two 
years Bonney (1) and Bovée (2) have each 
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reported single instances in this journal. 
Since then two cases each have been reported 
by Echols (3) and Stoner (4). In the liter- 
ature preceding, ten other observers recorded 
two cases each. Lawson Tait reported three 
cases, 1868, 1875 and 1883, respectively. 
Brindeau (5) reported three cases, each 
following abortion at two months. Cotte 
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and Challier (6) jointly reported five cases 
from the clinic of Poncet. Boldt (7) in an 
early paper (1889) of remarkable clinical 
excellence, prophetic of the surgery of purulent 
peritonitis of a later day, vividly described 
six cases in which the diagnosis of ruptured 
pus-tube was confirmed by operation or 
autopsy. (Curiously enough, he has seen 
no other cases in the 23 years that have since 
elapsed — Personal communication.) All the 
other reports have been of single observations. 

If rupture of a pyosalpinx or tubo-ovarian 
abscess into the free peritoneal cavity be, 
indeed, a rare occurrence, it is worth while to 
record all instances observed in order to de- 
termine the clinical features of this disastrous 
accident and to learn, if possible, how an 
impending rupture may be recognized and 
forestalled. 


Mrs. T., aged 19, married one year. Her husband 
had had urethritis several times, the last infection 
only a few weeks before marriage. During the 
third month of pregnancy, Mrs. T. developed a 
profuse vaginal discharge and dysuria, for which 
she was treated with symptomatic cure, during 
last winter (1911). She felt well otherwise during 
her pregnancy, and in July she had a normal and 
easy confinement (Dr. Joseph Rudomin). In 
spite of prophylactic silver installations, the infant 
had purulent ophthalmia for ten days. There was 
noted, however, no abnormal vaginal discharge 
immediately before or after confinement. 

Four weeks after delivery the patient was con- 
fined to bed for a week with pain in the right iliac 
region and fever (temperature about 1o1°, pulse 
go). After a week’s interval she was again in bed 
for a week with fever (101°), pain on the right side 
and diarrhoea. In neither of these attacks was there 
vomiting. In both there was tenderness in the 
lower right iliac region, and in the right fornix 
vagine. Consultation refused. 

Thereafter the patient was up and about and free 
from local symptoms, but, her husband said, she 
did not look well and she did not gain in strength. 

August 28th to August 3oth, headache, chills, 
cough and diarrhoea, but no pain; not confined to 
bed... 

September 2d (1911), Mrs. T. called at the 
doctor’s office at 2 Pp. M. to weigh the baby; felt 
well. At 4 P. M., while at stool, she was suddenly 
seized with severe general abdominal pain, and 
fainted. Dr. Rudomin, immediately summoned, 
found the abdomen distended, tense and too tender 
to permit satisfactory palpation; temperature 103°, 
pulse 140; nausea, but no vomiting. The pain soon 
subsided and the abdomen became less tense. Dr. 
Rudomin made a tentative diagnosis of appendicitis. 
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At 8 Pp. M., in consultation, I found a pale, thin 
woman with the facies of peritonitis, rather distended 
abdomen, percussion dull in the flanks, tympanitic 
anteriorly, both recti somewhat rigid, marked 
tenderness in the right iliac region, no pain, tempera- 
ture 104°, pulse 140. Vaginal examination, much 
resisted, revealed slight fullness and marked tender- 
ness on the right side. I made a diagnosis of puru- 
lent peritonitis from the rupture of some viscus, 
probably the appendix. 

All the above, as here set down, would bespeak 
the lesion actually found a few hours later; but many 
of the facts of the preceding history here related 
were not elicited at the time, nor were the physical 
findings clearly defined,—indeed, two hours later, 
at Mount Sinai Hospital, an experienced surgeon, 
also called in consultation, inclined to a diagnosis of 
typhoid fever. 

Just before operation, blood examination showed 
28,000 leucocytes, polynuclears 85 per cent. Exam- 
ination under anesthesia revealed a small mass in the 
right fornix which, however, was still thought to be 
of appendiceal origin. 

Upon opening the abdominal cavity, through the 
right rectus (11 o’clock of the same evening, seven 
hours after the attack of severe pain and syncope) 
abundant yellow pus welled up. While the opera- 
tion proceeded, this pus was aspirated by the Ken- 
yon and Poole apparatus! from the colonic gutter, 
the pelvis and the intestinal coils. I found the 
appendix in the pelvis, buried in a mass consisting 
partly of omentum, from which it was easily shelled. 
Externally it was greatly inflamed but there was 
no perforation and the mucosa was neither ulcerated 
nor gangrenous. It was evident, therefore, that the 
source of the peritonitis must be elsewhere, and I 
next sought the right appendages. These — tube 
and ovary matter together — proved to be the mass 
by which, and the omentum, the appendix had been 
surrounded. In about the middle of the superior 
border of the thickened, enlarged but partly col- 
lapsed tube was a ragged hole in which the tip of 
the thumb could enter. Tube and ovary were 
quickly removed en masse. A dram or two of pus 
was in the tube. The patient’s condition did not 
warrant investigation of the left appendages. 

Culture inoculations (subsequently reported ‘‘no 
growth” by Dr. F. S. Mandlebaum, the hospital 
pathologist) were made from the peritoneal pus. No 
smears were made, however. 

A cigarette drain was inserted in the right colonic 
gutter (which had been flooded with pus almost 
if not quite up to the liver) and another in the pelvis. 
No vaginal counter-drain. 

After operation fever (101° to 102°) continued and 
the patient became more anemic. It was clear 
that a pocket of pus was forming somewhere, but 
it was not sufficiently defined until September 18th, 
at which time incision in the left iliac region released 
a considerable amount of thin pus and a few flakes 
of feces. The patient’s condition was too wretched 


1 Surgery, Gynecology and Obstetrics, December, 1909. 
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to justify a search for the opening in the bowel or an 
investigation of the left tube. At that time the 
blood showed a leucocytosis of 31,000; polynuclears, 
73 per cent; hemoglobin 67 per cent. 

After this second operation the patient continued 
to run a febrile course, developing bilateral lobar 
pneumonia of septic type. The discharge from the 
right side had meanwhile greatly diminished. The 
escape of semi-solid faeces, mixed with pus, from the 
left side, gradually grew less and finally ceased. 

On October 12th, the patient was discharged from 
the hospital with superficial granulating wounds, 
which soon closed. She has remained well since 
then. Smears from the cervix and urethra made 
twice during convalescence failed to show gonococci. 


Bonney recorded a total of 46 cases of 
diffuse peritonitis due to ruptured pyosalpinx, 
of which 13 were personal communications in 
response to letters sent to fifty surgeons. 

Bovée, adding to most of Bonney’s list 
his own case and several from the literature, 
tabulated 56. Gonsolin (8) reported the 
same five cases as had Cotte and Challier, 
although he did not say so, and abstracted 
27 other cases from 1841 to 1908. Lamouroux 
(9), reporting a single case, totaled 78, with 
his own, from the literature, but he failed to 
note that Gonsolin’s five cases were being 
counted twice. 

Adding my own case, and one recently de- 
scribed by Baisch (10) to those found in the 
above referred-to sources, and allowing for 
duplication of reports, there is reached a 
total — fairly complete to date— of og1 
recorded cases of diffuse purulent peritonitis 
produced by rupture of a pyosalpinx or tubo- 
ovarian abscess. 

In so common a disease as pyosalpinx, 91 
instances of rupture and diffuse peritonitis are 
few enough, indeed, to warrant the belief 
that this complication, if not rare, is at any 
rate very unusual. On the other hand, if 
one could add to these 91 the unrecorded 
cases, the reports buried here and there 
in the literature and the instances of perfora- 
tion protected by localized peritonitis, the 
figure would be large enough, no doubt, to 
show that rupture is a complication too infre- 
quent to gainsay the conservative treatment 
of pyosalpinx, but sufficiently common to be 
borne in mind in the management of every 
case of purulent tubal infection. 

Of the 91 case records, many were mere 


autopsy notes and in many others the de- 
scriptions are very meager, supplying not 
even the patient’s age nor a note of which 
tube was ruptured. The literature of this 
lesion is therefore not susceptible of complete 
statistical analysis. It does provide, how- 
ever, certain data of clinical interest and 
importance. 

General mortality. Of the gt cases, 54 
died, 35 recovered; in 1 case the result was 
not stated, 1 case was reported the day of 
operation. 

Operative mortality. ‘Thirty-six cases were 
not operated upon; all died (autopsy findings). 
Of the fifty-five cases operated upon: recov- 
ered, 35; died, 18; result not stated, 1; reported 
the day of operation, 1. While the mortality 
has thus been very high, its percentage in 
these cases—as, generally speaking, in purulent 
peritonitis from other sources — varies di- 
rectly with the length of time elapsing between 
rupture and operation, variously recorded as 
from a few hours to 15 days. 

Of 19 cases in which operation was under- 
taken within 12 hours, all recovered except 
two, one of whom survived three months. 
Indeed, of the 28 cases operated upon within 
24 hours, only three died (one surviving three 
months). While 28 cases are too few for 
satisfactory statistical comparison, this very 
small mortality (10.7 per cent) is a better 
showing than is made in early operations for 
acute diffuse purulent peritonitis from per- 
foration of the appendix, bowel or gall-blad- 
der — which is probably to be accounted for 
bacteriologically. 

There were seven recoveries after late 
operations: three two days after rupture 
(Stoner, Gottschalk, Abell); one on the 
third day after (Cotte and Challier); one 
several days after (‘‘seit mehreren Tagen’’) 
(Baisch); two on the fourth day (Gardner, 
“Neither patient had, however, what could 
be called acute fulminating peritonitis.”’)! 

Of the three other recoveries, in one opera- 
tion was early (Tait, 1883), and in the other 
two (Frank and Milco, cited by Bonney) 
the duration of the peritonitis is not stated. 

The age of the patients was not recorded 
in many of the cases. At least nine were 


1Personal communication to Bonney. 
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over 40; at least seven were under 20; the 
oldest was 59; the youngest 13. 

Duration of the disease. In most of the 
cases this was not stated. In many the 
pyosalpinx was chronic — several months or 
more. In at least six cases it was acute, 
i. e., but a few days or weeks elapsed from the 
time of infection to rupture. 

Etiology. Eleven cases were stated as 
gonorrhoeal, clinically. Many others prob- 
ably were — especially those of the chronic 
type. One, however, was described as an 
acute gonorrhceal pyosalpinx. Twelve cases 
were described as of puerperal origin — arising 
after delivery or abortion, spontaneous or 
instrumental, the process going on to rupture 
in a few days to a few months. There is a 
third and probably large group in which, as 
in my case, the infection was both gonorrhceal 
and puerperal, an old “pus-tube”’ being 
“lighted up” or additionally infected at the 
puerperium — a familiar experience. 

In only three cases in the entire series are 
there any bacteriological data. In both of 
Stoner’s cases gonococci were found in smears 
from the pus in the abdomen, but no cultures 
were made. In Baisch’s case streptococci 
and b. coli were recovered from the pus in 
the tube and the peritoneal cavity. In my 
case culture from the peritoneal pus showed 
no growth. 

Cause of rupture. In most cases the rupture 
was spontaneous. In 6 cases, however, it 
took place during labor; in 2 cases it was 
ascribed to direct violence; in 1 case to 
dilating the cervix; in 1 case (Bovée) to vio- 
lent coitus, which was followed by severe 
pain, 4 days, however, before the attack that 
marked the rupture proper (vide infra). 
In 3 cases rupture followed muscular effort, 
and in my case it occurred while at stool — 
but these were, perhaps, merely coincidental. 
In 2 cases the pus-tube was ruptured by exam- 
ination. I have myself seen a pyosalpinx 
ruptured by a bimanual examination more 
vigorous than judicious, while the patient 
was anesthetized and about to be operated 
upon. 

The side affected. In 23 cases the left tube 
ruptured; in 33 cases the right tube. This 
is of clinical interest only insofar as it con- 





cerns confusion of the diagnosis with appendi- 
citis. In some cases, as in mine, the appendix 
was also inflamed; and in one case (Cum- 
ston) both tube and appendix were ruptured. 
In three cases both tubes were found ruptured. 

Size and location of rupture. The hole was 
variously described as from a centimeter to 
‘“‘a large gaping rent.”’ It may occur at any 
point along the length of the tube. In one 
case the rupture was found postero-inferiorly. 
In one of Sioner’s cases the pus exuded from 
the “distal extremity” of the tube, through 
a finger-tip sized opening. Baisch (10) 
records two postpartum, nongonorrhoeal 
cases of purulent peritonitis in which pus 
escaped from the fimbriated end of a pyosal- 
pinx. These two cases might well have been 
included, clinically at least, in this series. 

In one case the tube was ruptured in two 
places; in one, it had ruptured a year previous- 
ly into the bowel and healed. Six cases were 
described as tubo-ovarian abscesses; one as 
an ovarian abscess. In one case there were 
two ruptures in the ovary. 

The opposite tube was described as normal 
in two cases. In all the other cases in which 
it was examined, the unruptured tube was 
diseased. 

The diagnosis was made pre-operatively in 
only a very few cases, notably those of Boldt, 
in three of which the previously distended 
tube was felt collapsed after the attack of 
pain. 

The condition was most often mistaken 
for appendicitis—with which, as above 
stated, it was sometimes associated — more 
rarely for ruptured ectopic gestation. The 
anatomic diagnosis is not essential, however, 
since the peritonitis is usually evident, and 
the indication for operation is therefore 
established. 

It is of great very interest, in this connec- 
tion, to note that in several of the cases in 
this series there is a history of repeated at- 
tacks of severe pain over a period of a week, 
more or less, before the onset of peritonitis, 
the final attack being the most severe and 
followed by collapse (in some instances) and 
the peritonitis. It is interesting to speculate 
whether the preliminary seizures are due to 
sudden increase of tension in the sac, to ul- 








478 


cerative advances in the tube wall, or to 
‘progressive rupture’? unprotected by ad- 
hesive peritonitis. Whatever their patho- 
logical significance, they are, I believe, of 
the utmost clinical importance; for in a case 
of pyosalpinx they suggest impending rupture 
and the need of operation, and in a case of 
acute purulent peritonitis of unknown origin, 
they suggest the possibility of a ruptured 
pus-tube. The repeated attacks of pain, 
fever and diarrhoea, and the prolonged inval- 
idism postpartum, in my case, are repeated 
in other cases of the series. 

The diagnosis of peritonitis due to a rup- 
tured hollow organ is easily provided by the 
history of sudden, violent pain and collapse 
or weakness, followed by great or entire 
relief of pain and the development of perito- 
nitis signs and symptoms. Toward the 
recognition of a ruptured pus-tube as the 
source of such a peritonitis the most impor- 
tant thing is to bear in mind its occasional 
occurrence, and to consider it after the 
appendix, the gall-bladder, the bowel and the 
stomach. Localization of the pain and ten- 
derness low down in the iliac region, perhaps 
the presence of an ovarian Head zone, the 
history of gonorrhoea, of recent pregnancy or 
of uterine instrumentation, are all suspicious 
of tubal disease, which suspicions are fortified 
if there is great tenderness and a mass or ful- 
ness in the vaginal fornix, especially if it be 
on the left side, where an appendix abscess is 
not likely to be found. If the patient is 
known to have had a pyosalpinx, especially if 
it has been giving such evidences of activity as 
repeated attacks of pain, the diagnosis of 
ruptured pus-tube is presumptive. Finally, 
if a previously palpated tense tube is now felt 
flaccid or collapsed, the diagnosis may be 
made with assurance. 

The operative treatment needs no consider- 
ation here. I would only point out that, 
unless the patient’s condition be altogether 
too bad to permit it, the ruptured tube (and 
if expedient and desirable, both tubes) should 
be removed at the operation. When mere 
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drainage is provided the patients do not do 
well. 
TO SUMMARIZE 

Rupture into the free peritoneal cavity is 
an uncommon complication of pyosalpinx or 
tubo-ovarian abscess. 

Its occurrence is too infrequent to gainsay 
the conservative treatment of tubal infections. 

It is common enough, however, to be al- 
ways borne in mind in the management of 
tubal suppurations, not only those of the 
chronic type, but also the acute cases, gonor- 
rhoeal and nongonorrheeal. 

Attacks of severe pain and fever, repeated 
within a short time, should suggest the pos- 
sibility of impending rupture and the desir- 
ability of replacing conservative with opera- 
tive treatment. 

The prognosis of such a rupture isincreasing- 
ly grave with the lapse of time. Statistically, 
about go per cent of those operated upon with- 
in 24 hours have recovered. 

The ruptured tube should be removed at 
the operation, if the patient’s condition does 
not forbid. 
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UMBILICAL TUMORS CONTAINING UTERINE MUCOSA OR REMNANTS 
OF MUELLER’S DUCTS' 


FROM THE GYNECOLOGICAL DEPARTMENT OF THE JOHNS Hopkins HOsPITAL AND THE 
Jouns Hopkins UNIVERSITY 


By THOMAS S. 


[EpiTor1AL Note.—During the past three years Dr. Cul- 
len has been deeply interested in the diseases of the um- 
bilicus and has made a digest of the cases occurring in the 
literature. As this subject has been accorded very little 
attention in America and as there are few exhaustive 
treatises on the subject in any language, he has promised 
to give us a series of articles dealing with practically all 
umbilical lesions. A consideration of umbilical hernia 
will be omitted, as this subject has been so thoroughly dis- 
cussed in the general literature. Umbilical tumors will 
first be considered, later lesions due to remnants of the 
omphalomesenteric duct, umbilical fistulae of various 
origins, inflammations of the umbilicus and finally lesions 
due to or associated with remnants of the urachus.] 


HILE gathering together from the 
literature the numerous cases of pri- 
mary tumor of the umbilicus I found 
several that did not seem to belong 

to any of the classes hitherto recognized, and 
yet all of these cases in one or more points 
bear a certain amount of resemblance to one 
another. Finally the picture of this new 
group became so firmly fixed in my mind that 
when reading the description of a case re- 
corded in 1899 by Dr. Green of Romford, 
England, I felt so sure that his case came 
under this category that I wrote him, asking 
if perchance he still had a section of the tumor. 
An examination of the slide which he kindly 
furnished me showed that we were right in 
our surmise. In brief, the clinical histories 
in this class of cases, coupled with the gross 
appearances of the tumors, leave no doubt 
that we are dealing with a variety of um- 
bilical tumor never before clearly under- 
stood. 

The composite picture of such tumors — 
which were found only in women —is as 
follows: At some time between the 30th and 
55th year a small tumor develops at the um- 
bilicus, reaching its full size in the course of a 
few months. It is usually described as being 
the size of a small nut. Sometimes it is pain- 
ful, especially at the menstrual period and in 
at least one instance there was a brownish 
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bloody discharge from the umbilicus at such 
times. 

The overlying skin is usually pigmented 
and there may be one or two bluish or brown- 
ish cysts just beneath the skin. These may 
rupture and discharge a little brownish fluid 
—old blood. On section the nodule is found 
to be intimately attached to the skin, is very 
dense, and is traversed by glistening bands of 
fibrous tissue. Scattered throughout the 
nodule one sometimes finds small spaces pre- 
senting a sieve-like appearance. These 
spaces are filled with brownish fluid. Occa- 
sionally there may be a small cyst several 
millimeters in diameter filled with brownish 
contents. Exceptionally grayish, somewhat 
homogeneous areas, are distinguishable in the 
tumor. 

On histological examination the superficial 
squamous epithelium is usually found intact. 
It may be normal or thickened. The stroma 
of the growth is composed of dense fibrous 
tissue. Sometimes a few bundles of non- 
striped muscle are noted here and there in the 
fibrous stroma.. In other specimens the non- 
striped muscle is much more abundant than 
is the fibrous tissue. 

Scattered throughout the field are glands, 
round, oval or irregular. They occur singly 
or in groups and are lined with cylindrical 
epithelium. When occurring singly they fre- 
quently lie in direct contact with the fibrous 
tissue, but when found in groups are usually 
surrounded by a characteristic stroma that 
stains more deeply, and is much more cellular 
than the surrounding fibrous tissue. The 
cells of this stroma between the glands usually 
have oval or round vesicular nuclei. Fre- 
quently some of the glands are dilated and 
their epithelium is somewhat flattened. ‘The 
cyst spaces noted macroscopically and filled 
with brownish fluid are likewise dilated glands 


1 Read before the Southern Surgical and Gynecological Society, December, 1o11. 
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and the fluid is old blood. The stroma 
around the glands frequently shows fresh 
hemorrhage or remnants of old blood to be 
recognized by the deposit of blood pigment. 

From the above description it is clearly 
seen that the gland picture is that of the 
uterine mucosa with its typical glands and 
its characteristic stroma, and further that the 
typical menstrual reaction is often present, as 
evidenced by the pain in the nodule at the 
periods, the accumulation of old menstrual 
blood with the formation of small cysts and 
in at least one instance by the occasional dis- 
charge of blood from the umbilicus. In this 
case (Fig. 1) one or two of the glands opened 
directly on the surface, thus allowing free 
escape of the menstrual blood. 

In all nine cases have been recorded. 
Green’s case (Fig. 1), Mintz’s first and third 
cases (Figs. 4 and 7), and Ehrlich’s case (Fig. 
10) owe their glandular origin without doubt 
to the uterus or to a portion of Mueller’s duct 
from which the uterine mucosa originally 
comes. Although the cases reported by Wull- 
stein, Giannettasio, von Noorden and Mintz 
(Case 2) also probably belong to the same 
group, the evidence is not quite so clear, and 
without the opportunity of carefully study~ 
ing the original sections I should not feel 
justified in claiming with certainty they do. 

The most common glandular elements at 
the umbilicus are remnants of the omphalo- 
mesenteric duct. These are usually identical 
in structure with the glands of the small in- 
testine and never give rise to the cystic dilata- 
tions noted in the group of cases under dis- 
cussion; moreover, hemorrhage into the 
stroma is exceptional. They differ totally 
both in their gross and histological appear- 
ances. 

We have in this group of cases glandular 
elements that from their histological appear- 
ance and arrangement correspond exactly 
to those found in adenomyoma of the uterus, 
and in one case at least (Green’s) the sur- 
rounding stroma was composed chiefly of non- 
striped muscle, making the growth essentially 
an adenomyoma. In the majority of the 
cases, however, the stroma consisted of fi- 
brous tissue, little or no muscle being present. 

These growths are benign, and if removed 
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in toto, provided no other embryonic foci exist, 
give rise to no further trouble. In Mintz’s 
first case, four years after the first nodule had 
been removed, two others developed. These 
were also extirpated. 

In Ehrlich’s case, in addition to typical 
uterine mucosa, there was a definite tumor 
formation that had originated from sweat 
glands. 

In order that the reader may gain a clear 
insight into each of the cases, they are re- 
ported in detail together with the comments 
on each case. 

The descriptions of the illustrations nat- 
urally differ from those given by the various 
authors. I have redescribed each picture in 
the light of our new knowledge of the subject. 


A case of umbilical papilloma which showed some 
activity of growth in a patient 50 years of age and 
which was due apparently to inclusion of a portion of 
Meckel’s diverticulum. Charles D. Green. Tran- 
sactions of the Pathological Society, London, 1899, 
vol. 1. p. 243. 


[The author very kindly placed a section of the 
growth at my disposal. There is no doubt that the 
gland elements in this case are identical with those 
of the uterine mucosa, as seen from the accompany- 
ing oe which have recently been made.— 
tT... Cc. 


The patient, a woman 50 years of age, had com- 
plained of irritation about the umbilicus for about 
two and a half years, and there had been an occa- 
sional discharge, brownish in color. When Dr. 
Green saw her 14 months before the growth was re- 
moved there was some eczematous irritation of the 
skin in the neighborhood, but no projecting growth 
could be observed at that time. The bottom of the 
umbilical depression had an irregular, wart-like 
appearance. The surrounding eczema soon yielded 
to treatment, but there was from time to time an 
irritating discharge from the umbilicus, which the 
patient declared was always worse during her 
menstrual periods. 

The umbilicus with the growth and a portion of 
the surrounding skin was removed. The omentum 
was not adherent to the umbilicus and no intestine 
was seen at operation. The wound healed by first 
intention and there was no subsequent trouble, so 
far as could be learned. 

On microscopic examination the skin was found 
to be normal. The stroma of the growth was made 
up of fibrous tissue and non-striped muscle, scat- 
tered among which without any definite arrange- 
ment were numerous gland elements. Some of 
these were very near the free surface, others more 
deeply placed. They were for the most part 
tubular and lined with columnar epithelium show- 
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ing large, deeply-staining nuclei. They were 
thought to be reproductions of Lieberkiihn’s crypts, 
but differed from them in their exaggerated dimen- 
sions. Some of them were so large that they might 
almost have been described as cysts. (Dr. Green 
thought that the growth was a remnant of the 
vitello-intestinal tract.) 

On reading this history I noted that there 
had been some discharge of blood from the 
umbilicus, as indicated by the brownish color, 
and furthermore that the patient had always 
been worse at the menstrual periods. This 
made me suspect the possible presence of 
uterine glands at the umbilicus. I wrote 
Dr. Green and early in July received the 
following reply: 

“The Ferns, Romford, England, 
June 22, rg1t. 

Dear Sir: In reply to your query about 
my case of umbilical growth, I am pleased to 
be able to send you a section from the same, so 
that you may form your own judgment as to 
its histology. I did not think it was malignant. 
I last heard of the patient two and a half years 
after the operation. She was then alive and 
well. This, I think, shows that the growth 
was not secondary to an undiagnosed growth 
within the abdomen. Owing to removal, I 
have not subsequently heard of her, so I 
cannot say what ultimately happened to her. 
I enclose a copy of my paper which I happened 
to have kept. 

Yours faithfully, 
Charles D. Green.” 

We were particularly fortunate in obtain- 
ing this specimen from Dr. Green, in the first 
place, because it was twelve years since the 
case had been reported and in the second place 
because it is one of the most valuable cases 
of this character thus far on record. 

Dr. Green’s specimen, No. 125. The skin surface 
is intact and practically normal, although at a few 
points the epithelium is considerably thickened. In 
one or two places directly beneath the skin there is 
small round-cell infiltration, chiefly in foci. At one 
point the surface epithelium extends a short distance 
into a cavity (Fig. 1, c). In the lower portion of 
the cavity the lining consists of cylindrical epithe- 
lium, one layer in thickness. Around this area 
the stroma shows a considerable amount of hemor- 
rhage. It is from this point that there was un- 
doubtedly bleeding at the menstrual periods. The 
underlying stroma consists to a large extent of 
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non-striped muscle. Scattered here and there 
throughout the muscle are glands. They are small, 
round, oblong, irregular or large (Fig. 2). A few 


of them occur singly and lie in direct contact with 
the surrounding stroma. The majority, however, 
occur in groups or in chains and are separated from 
the surrounding stroma by a definite stroma of 
their own (Fig. 3) which is recognized by its deeper 
stain and its abundance in vesicular nuclei, which 
are oval or round. Some of the glands are very 
much dilated. Where such dilatations have taken 
place the surrounding stroma frequently shows a 
good deal of haemorrhage. 


Were it not for the presence of the skin 
surface one would immediately diagnose the 
specimen as an adenomyoma of the uterus. 
The picture is typical, as seen from Figs. 1, 2 
and 3. The growth is an adenomyoma of 
the umbilicus. Dr. Green at the time felt 
sure that the condition was a rare one, as 
indicated from a second communication dated 
August 4, 1911: 

“Dear Dr. Cullen: * * * * Tam glad you 
found my specimen so interesting. I had some 
photographs prepared, but the Committee of 
the Pathological Society did not think them 
of sufficient interest to insert them in the 
Transactions. I was a little disappointed at 
the time, for I thought that the condition 
was uncommon * * * *, With kind regards, 

Yours, faithfully, 
Charles D. Green. 

[On looking up the Transactions, I found 
that two of the Committee diagnosed the 
growth as a columnar-celled carcinoma, but 
whether primary or secondary they were 
unable to decide. The Chairman of the Com- 
mittee said some of the members present who 
examined the specimen were not inclined to 
regard it as malignant. There is little won- 
der that at that time confusion existed, and 
had it not been for the specially favorable 
opportunity I have had of examining so 
many cases of adenomyoma I should have 
undoubtedly overlooked the true origin. 
5.8. € 
True adenoma of the umbilicus (Das wahre Adenom 

des Nabels). Mintz,W. Deutsch. Zeitschr. f. Chir., 

1899, bd. li, s. 545. 

Case 1. In 1883 a woman acquired an umbilical 
hernia after labor. Ten years later, within the space 
of about two months, a dark-blue tumor the size of a 
hazelnut developed on the umbilical elevation. 








Fig. 1. A small umbilical tumor containing glands and 
stroma identical with those of the uterine mucosa. The 
slide was kindly furnished me by Dr. Charles D. Green 
of Romford, England, and is from the umbilical growth 
reported by him in the Transactions of the Pathological 
Society of London, 1899. The squamous epithelium 
is intact and apart from some thickening appears about 
normal. Scattered throughout the underlying stroma are 
oval, round or irregular glands occuring singly or in groups; 
there are also a few cystic spaces. Some of the glands lie 
directly beneath the skin. At C two of the glands open 
directly on to the surface of the umbilicus. Area A has 
been enlarged and is shown in Fig. 2. The increased 
magnification of area B is seen in Fig. 3. The photomi- 
crographs of this series were made by Mr. H. H. Hart. 


This had two cystic areas on its surface. During 
menstruation the tumor swelled and the cysts rup- 
tured. They contained blood-tinged fluid. The 
tumor was extirpated and the hernia repaired. 
This tumor on section presented a cavernous ap- 
pearance, but no microscopical examination was 
made. In 1897, four years later, there was a re- 
turn of the hernia and at the umbilicus were two 
hard nodules about the size of hazelnuts. On mi- 
croscopic examination they were found to contain 
glands lined with cylindrical epithelium and _ sur- 
rounded by a definite stroma. Here and there 
bundles of non-striped muscle were in evidence. 
The dilated glands contained blood pigment. 
Mintz thought he was dealing with remains of the 
omphalomesenteric duct. 


[When discussing this case two years ago, 
just after making the abstract, I made the 
following note: ‘The clinical history, the 
macroscopical appearance, the picture of 
the glands, the stroma and the contents of 
the dilated glands all point to adenomyoma, 
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Fig. 2. Glands from a small umbilical tumor. The 
picture is an enlargement of the area A in Fig.1. The 


normal character of the surface epithelium is clearly seen. 
The gland spaces vary considerably in size and shape and 
are lined with cylindrical epithelium. Those in the picture 
lie in direct contact with the dense surrounding stroma. 


although adenomyoma of the umbilicus has 
never been reported.””—T. S. C.] 

We are fortunate in again hearing from 
Mintz on this subject. Ten years later he 
published an article entitled Das Nabel- 
adenom, Archiv. f. klin. Chir., 1909, bd. Ixxxix, 
s. 385. Here he describes, more in detail, 
the histological findings of the same case. 
He says: 


The ground substance of the growth consists of 
connective tissue not very rich in cells. They cross 
one another or run parellel with one another in cords. 
Here and there in the scar tissue one sees gland 
tubules in either transverse or longitudinal section. 
They are surrounded by young, very cellular connec- 
tive tissue, which passes very gradually into the old 
scar tissue. The glands are lined with one layer of 
cylindrical epithelium. Their lumina are collapsed 
and contain blood pigment or reddish colored con- 
tents (Fig. 4). In some places the tubules lie close, 
at other points they are separated. The newly 
formed connective tissue surrounding them has 
changed into old connective tissue poor in cell 
nuclei. Some of the glands are dilated and their 
epithelium is flattened. The lumina appear to be 
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Fig. 3. Typical uterine mucosa in a small umbilical 
re ] e, 2 = 
tumor. An enlargement of area B in Fig. 1. The three 


large glands in the right-hand part of the picture in shape 
and arrangement resemble those found in an adeno- 
myoma of the uterus; separating them from the dense 
tumor growth is a definite and characteristic stroma. 
The group of glands in the middle of the picture is even 
more characteristic, one of the glands being dilated. All 
are lined with cylindrical epithelium and the contrast 
between the surrounding stroma and the dense growth is 
very clearly marked. As noted in the description non- 
striped muscle was found scattered throughout the 
nodule. 


filled with detritus. Here and there the cylindrical 
epithelium is unrecognizable and the cavity con- 
tains blood pigment (Fig. 5). Where the dilata- 
tion has occurred the epithelium has disappeared; 
in this way are to be explained the cysts with blood 
contents which were noted when the patient first 
entered the hospital. Between the glandular por- 
tion of the tumor there are at some points groups 
of non-striped muscle fibres that have no definite 
topographical arrangement in relation with the 
glands. The microscopical examination shows an 
adenomatous growth in the scar tissue. This has 
stimulated the growth of the scar tissue, and thus 
originated the young connective tissue surrounding 
the new glands. In the meantime, the periphery 
of the-nodule in the scar has been converted into 
sarcoma. 


[After giving this description he says in a 
foot-note that at the time of writing (that is, 
ten years later) the tumor has nevertheless 
not returned. The explanation of the origin 
of this tumor he gives as persistent remains 
of the omphalomesenteric duct which had 
remained latent for 42 years in the umbilical 
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Fig. 4. Glands in a small umbilical tumor. The out 
lving connective tissue stroma is very irregular. Occupy- 


ing the lower half of the field are glands showing some 
branching. They are lined with one layer of cylindrical 
epithelium and lie in a characteristic stroma which separ- 
ates them from the fibrous tissue of the tumor. The 
entire picture reminds one to a large extent of adenomyoma 
of the uterus. Mintz,W. (Case1r). Archiv. f. klin. Chir., 
1909, bd. Ixxxix, s. 387. 


scar and under the influence of chronic in- 
jury (a ten-year persistent umbilical hernia) 
had given rise to adenoma. 

It can hardly be doubted that we are deal- 
ing with an adenomyoma, although such a 
case had heretofore never been described. 
We have the increase in size at the menstrual 
period, the cysts with blood contents, glands 
resembling uterine glands, the characteristic 
stroma of the mucosa surrounding the glands, 
that was thought by Mintz to be sarcomatous 
and the fact that after the second operation 
the patient remained absolutely well for ten 
years. How these glands originated at the 
umbilicus, we do not attempt to explain. 
We have, however, found them in the inguinal 
region, and I feel confident that in the course 
of time somebody will get a clear chain of 
evidence showing how remnants of the uterus 
can reach the umbilicus... T. S. C.| 


CASE 2, p. 392. The woman was 38 years of age. 
Eleven months before a myomatous uterus had been 
removed through an abdominal incision. Eight 
months later she noticed at the umbilicus a tumor 
which increased in size for three months and then 
stopped growing. During menstruation there was 
pain in the tumor. From the umbilicus to the 
symphysis there was an operation scar. At the 
umbilicus was a conical tumor with its base high in 
the umbilicus. The tumor extended for 2 cm. above 
the surface of the abdomen and was covered with 
pigmented skin. During the excision it was noted 
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Fig. 5. Dilated glands in a small umbilical tumor. In 
the center of the field is a very much dilated gland. Its 
epithelium is flattened. The gland itself is separated 
from the surrounding stroma by a definite dark-staining 
zone. As noted in the history, the dilated gland cavities 
in the tumor contained exfoliated epithelium, granular 
material and in some instances blood. Mintz, W. (Case 1). 
Archiv. f. klin. Chir., 1909, bd. Ixxxix, s. 388. 


that this tumor was adherent to the omentum. 
With the naked eye one could see in it a cavity 
containing several drops of brownish fluid. Mi- 
croscopical examination showed that this cavity 
was scantily lined with epithelium. There were 
tubular growths and cavities, some more or less 
filled. By strong magnification one could see that 
the canals and spaces were lined with cylindrical 
epithelium. At other points the cavities contained 
exfoliated epithelium. Around the glands the 
connective-tissue cells here and there were star-like 
and contained large quantities of collagen, suggest- 
ing the tissue of the umbilical cord. At other points 
the connective tissue surrounding the gland cavities 
showed inflammatory changes. The tubules were 
dilated and here and there were seen emigrated 
leucocytes. In some of the connective-tissue cells 
hemosiderin was visible. 


[In this case we are not so sure of the exact 
condition. It reminds us somewhat of adeno- 
myoma, but no mention is made of muscle. 
It is just possible that the cells surrounding 
the glands were not inflammatory, but rep- 
resented ordinary stroma. This, however, is 
doubtful. The chief points in favor of ade- 
nomyoma are that the tumor was painful 
during menstruation and that the cavities 
contained blood or brownish fluid, and further 
that the patient had been operated upon for 
a fibroid growth eleven months before and 
that on histological examination hamosiderin 
was noted in the stroma.—T. S. C.| 

CASE 3. The patient was a woman, 45 years of 
age. Nine months before she had noticed a harden- 


Fig. 6. Dichotomous branching of glands in a small 
umbilical tumor. The histological picture might very 
readily be taken for that of an adenomyoma. In the 
lower part the gland shows dichotomous branching. Mintz, 
W. (Case 3). Archiv. f. klin. Chir., 1909, bd. Ixxxix, 
S. 304. 


ing at the umbilicus. During the first four months 
the tumor remained stationary in size, but later it 
grew and was painful. Then the growth ceased and 
the pain disappeared. The skin was adherent to 
the tumor; it was brownish in color and traversing 
it were slightly dilated veins. The tumor passed in 
a cone-shaped form into the umbilicus. 

The tumor on section was found to consist of firm 
scar tissue in which numerous small cysts filled with 
brownish contents were noted. 

Microscopic examination. The connective-tissue 
portion of the skin passes directly into the connective 
tissue of the tumor. This consists of parellel and 
irregular connective-tissue strands, here and there 
showing small, round-cell infiltration. With the 
low power one sees cavities of various sizes filled 
with a brownish pigmented fluid. The small, 
round and tubular cavities are partly arranged in 
groups, partly separated from one another by old 
scar tissue. The tubules here and there show 
dichomotous branching (Fig. 6). At several points 
the growth is seen passing in various directions. 
At many points where one group of unchanged tubuli 
exists, it is surrounded by young connective tissue 
which toward the periphery passes off into the old 
fibrous tissue (Fig. 7). The cavities of more recent 
formation and the tubuli are lined with one layer of 
cylindrical epithelium. In the more widely dilated 
cavities the epithelium assumes a flattened shape. 
On further dilatation the epithelium becomes still 
flatter and drops off into the cavities. These cav- 
ities are surrounded by connective tissue (Fig. 8); 
they contain detritus, swollen epithelium and 
leucocytes. 


[Mintz’s various figures are very suggestive, 
and Figure 7 could very readily be used by us 
to demonstrate an adenomyoma of the uterus 
instead of adenomyoma of the umbilicus. 
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Fig. 7. Uterine glands in an umbilical tumor. The 
gland grouping in the picture is similar to that seen in a 
typical adenomyoma of the uterus. In the colony of 
glands near the center of the picture the glands are regu- 
larly distributed and are surrounded by a definite stroma 
which separates them from the matrix of the tumor. The 
chain of glands in the left upper corner is in part surround- 
ed by stroma, but some of its glands lie in direct contact 
with the dense surrounding tissue. Mintz, W. (Case 3). 
Archiv. f. klin. Chir., 1909, bd. Ixxxix, s. 395. 


Here we have cross-sections of glands form- 
ing a definite colony. This area is surrounded 
by the characteristic stroma of the mucosa. 
Figure 8 could picture a mild grade of gland 
hypertrophy of the uterus. It also is sur- 
rounded by the characteristic stroma of the 
mucosa. Although no mention is made of 
muscle being found in this growth, the glands 
and the gland branchings are absolutely 
identical with those of the uterus. In my 
case of adenomyoma of the round ligament! 
connective tissue predominated, and there 
is no reason why in some of these cases also 
connective tissue should not take the upper 
hand throughout.— T. S. C.| 

On page 396 Mintz gives a résumé of his 
three cases. They developed in women in 
middle life in the umbilical tissue and the 
tumors reached the size of hazelnuts. The 
growth at first was slow, but suddenly in- 
creased after the lapse of several months. 
Examination of the tumors showed that they 
were painful. There was an exacerbation 
(congestion) at the menstrual periods. 

In all three cases the microscopical picture 
showed the growth of tubular glands in the 

1 Cullen, Thomas S.: Adenomyoma of the Round Ligament. Johns 
Hopkins Hospital Bulletin, May, 1896. Further remarks on Adeno- 


myoma of the Round Ligament. Johns Hopkins Hospital Bulletin, 
1808. 


Fig. 8. Gland hypertrophy in a small umbilical tumor. 
Near the center of the field is a gland showing some hyper- 
trophy. Separating it from the surrounding stroma is a 
characteristic stroma which stains more deeply and is rich 
in cell elements. This picture could be used very readily 
as an example of a uterine gland in the muscle. Mintz, 
W. (Case 3). Archiv. f. klin. Chir., 1909, bd. Ixxxix, 
Ss. 3900. 


scar tissue of the umbilicus, this glandular 
growth being accompanied by granulation 
tissue reaction. This young connective tis- 
sue surrounded the tubular glands and separ- 
ated them from one another and transformed 
itself gradually into connective tissue. 

[This is the characteristic stroma which one 
normally finds separating the uterine glands 
from one another.— T. S. C.| 

The gland tubules consisted of one layer of 
cylindrical epithelium, which when the tu- 
bules dilated into cavities under the influence 
of the secretion became flattened. Finally 
this epithelium disintegrated and dropped 
into the cavities which contained the albumi- 
nous bodies and leucocytes. Mintz thought 
the tumors originated from remains of the 
omphalomesenteric duct. He then describes 
an instance of a somewhat similar growth 
reported by von Noorden in the Deutsche 
Zeitschrift f. Chir., 1go01.! 

Primary bilateral carcinoma of the breast and true 
adenoma of the umbilicus (Mintz). Primdres dop- 
pelseiliges Mammacarcinom und wahres Nabel- 
adenom (Mintz). Ehrlich, H. Aus von 
Eiselsberg’s Klinik. Archiv. f. klin. Chir., 1909, 
bd. Ixxxix, s. 742. 

The patient was 54 years of age and had had no 
children. She had had an abdominal operation ten 

1See also Herzenberg, R. Ein Beitrag zum wahren Adenom des 


Nabels. Deutsche med. Wochenschr., 1909, bd. 1, s. 889. Herzen- 
berg evidently describes the same cases as those reported by Mintz 
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Fig. 9. A tumor of the umbilicus composed partly of 
hypertrophic sweat glands. The glands are gathered into 
definite groups, reminding one of the gland arrangement 
in small fibromata of the breast. The individual glands 
bear a marked resemblance to ordinary sweat glands. 
Some of them are dilated. Another portion of the tumor 
consisted of typical uterine mucosa (see Fig. 10). Ehrlich, 
H. Primiires doppelseitiges Mammacarcinom und wahres 
Nabeladenom (Mintz). Aus von Eiselsberg’s Klinik. 
Archiv. f. klin. Chir., 1909, bd. Ixxxix, s. 746. 


years before on account of some uterine trouble. 
Shortly after leaving the hospital she developed a 
tumor in each breast, which gradually reached the 
size of an apple. They caused little difficulty and 
in the course of a year did not increase much in size. 
Simultaneously with the appearance of the tumors 
in the breasts the umbilicus was pressed upward 
markedly by a tumor the size of a hazelnut, develop- 
ing at that point. This growth had remained 
stationary. The umbilicus had been transformed 
into a small tumor with pigmented skin. The 
tumor was hard and was with difficulty pushed 
over the underlying structures. The umbilical 
growth and the carcinomata of both breasts were 
removed. (We are here interested chiefly in the 
umbilical tumor.) 

The tumor of the umbilicus was 3 cm. in diameter. 
Macroscopically it consisted of a hard, pure white 
scar-like tissue firmly attached to the skin. Scat- 
tered throughout the tumor were a number of pin- 
head-sized spaces which contained a sero-sanguineous 
fluid. Histologically the chief mass consisted of 
fibrous tissue, poor in nuclei and cell elements. 


Fig. 10. Uterine mucosa in an umbilical tumor. To the 
left are characteristic uterine glands, a few of them dilated. 
They are surrounded by a definite stroma which separates 
them from the connective tissue. In the right upper 
corner of the picture are similar glands, the majority of 
which have become dilated. If we take the lower half of 
the picture only, it might very readily pass without any 
description for a representation of an adenomyoma of the 
uterus. Ehrlich, H. Primires doppelseitiges Mamma- 
carcinom und wahres Nabeladenom (Mintz). Aus von 
Eiselsberg’s Klinik. Archiv. f. Klin. Chir., 1909, bd. 
Ixxxix, £. 747. 


The skin covering the tumor, except that it showed 
a marked pigmentation of the basal layer, looked 
normal. The connective tissue of the skin passed 
directly into that of the underlying tumor. In the 
tumor were numerous islands of loose connective 
tissue which varied markedly in the number of their 
nuclei; and inside this were epithelial elements. 
There were two definite histological pictures. In 
the portion lying near the skin (Fig. 9) were groups 
of closely compressed and tortuous gland loops 
lined with large cuboidal epithelial cells having 
small centrally located nuclei. The gland lumina 
and the basement membrane of the tubal glands 
were easily recognizable. Similar glands were also 
found in the connective tissue. They were un- 
doubtedly hypertrophic sweat glands. 
Predominating in the central portion of the ex- 
tirpated tumor was a second kind of epithelial tissue 
likewise situated in the loose connective tissue, but 
exceedingly rich in nuclei. This consisted of 
tubular glands with high cylindrical epithelium; 
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cilia and goblet cells were not visible. 

Through the fork-like arrangement of 

the tubular glands there had origin- 

ated here and there many bay-like 
spaces which might be mistaken for 
papillary formations and which had 
given rise to cystic formations due to 
the presence of fluid. Here and there 
the epithelium of the cystic spaces 
had disappeared or become flattened. 

The contents of the cysts were hem- 

orrhagic or showed a formless detritus 

and in several places surrounding the 
cysts were masses of blood pigment. 

Van Gieson’s stain failed to bring out 

any smooth muscle surrounding the 

epithelial elements. This was only 
found in connection with the vessels 
of the connective tissue, and there not 
abundantly. 

: Fig. 11. 

While the glands first described 
are without doubt hypertrophic 
sweat glands, the glands of the 
second group are, on account of 
the character and their epithe- 
lium, in all probability derivatives of the 
intestinal tract. Ehrlich speaks of the growth 
as an adenoma of the umbilicus. 

[The reader will note that, judging from 
Fig. 9, there, is no doubt that the first gland 
elements described by Ehrlich are sweat 
glands and that the tumor consisted of sweat 
glands. Figure 10, however, shows every- 
where that the second variety of glands can 
in no way be connected with remnants of the 
intestinal duct, but that we have here typical 
uterine mucosa enveloped in a _ definite 
stroma. 

The cystic spaces, as noted in the text, were 
partly filled with blood. They are nothing 
more than glands that have been markedly 
dilated by old menstrual fluid. This is one 
of the cases in which the definite uterine 
character of the mucosa is clearly evident. 
7. $<] 

A tumor: of the umbilicus consisting of a cystadenoma 
of the sweat glands and a cavernous angioma. (Eine 
Geschwulst des Nabels. Kombination von Cysta- 
denom der Schweissdriisen mit cavernésem Angiom.) 
Wullstein, L. Arbeiten aus dem Path. Inst. in 
Géttingen. R. Virchow, 50 Doctor Jubilium, 
1893, S. 245. 

Wullstein says that in the literature he has found 
no tumor similar to the one he is describing. In 
1891 a specimen was sent to the Géttingen labora- 


glands. 


CONTAINING UTERINE 


A small umbilical tumor containing numerous glands. 
a low power picture of the mass. 
ous epithelium. 
In form they bear a closer resemblance to uterine glands than 
to sweat glands. 
Von Noorden. 
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This is 
The growth is covered with squam- 
Scattered throughout the stroma are quantities of 


At one point the glands almost reach the surface. 
Deutsche Zeitschr. fiir Chir., 1901, bd. lix, fig. 1, taf. 3. 


tory. This consisted of an umblical tumor which 
had developed in the course of three years and was 
attached by a thin pedicle which had not been com- 
pletely removed. The pedicle had extended into 
the abdominal cavity. The physician in charge 
had made a diagnosis of myxofibroma. The patient 
was a sterile woman 34 years of age. In addition 
to the umbilical tumor, another growth was present 
in the pelvis. This was the size of a fist, was con- 
nected with the uterus and had spread out diffusely 
in the neighborhood of the right broad ligament. 
It could not be regarded as an exudate. The 
physician was interested to find out whether there 
was any connection between the two tumors; in 
other words, whether the umbilical growth was a 
metastasis. Wullstein examined a Mueller’s fluid 
specimen. It was everywhere covered with skin. 
It had a semicircular form and was about the size 
of a dollar. The umbilicus was raised 1 cm. above 
the surrounding abdominal skin, and its surface 
showed numerous shallow furrows. The umbilical 
furrow was recognized as an irregular transverse 
cleft, which divided the umbilicus into two unequal 
portions, it becoming deeper and deeper in the mid- 
dle until there was a depression 11 mm. in depth. 
About the middle of the under surface of the tumor 
was a cord about 1 cm. long, hardly as thick as a 
straw. This was solid and composed of connective 
tissue. The tumor itself was about 3 cm. long and 
averaged 1.5 cm. in thickness. On section it was 
seen that the umbilicus was everywhere covered 
with skin which in all portions was thickened and 
markedly pigmented. From the bottom of the 
umbilical depression and running parallel were thick 
bundles of dense connective tissue. The tumor 
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Fig. 12. Glandsinasmall umbilical tumor. The glands 
in the lower left half of the picture bear quite a resemblance 
to uterine glands. Those in the center of the field remind 
one of the pictures seen in the depths of uterine glands, 
where there is some reduplication of the folds. The gland 
in the left part of the field is markedly dilated and con- 
tains much detritus. 

Von Noorden. Deutsche Zeitschr. fiir Chir., 10901, 
bd. lix. fig. 2, taf. 3. 


consisted of numerous dense, hard, glistening con- 
nective-tissue bundles which enclosed more or less 
long or round areas of loose tissue grayish in ap- 
pearance, and in the interior in places were small 
lumina. Subcutaneous fat was absent. In the 
vicinity of the umbilical scar the tissue was sieve- 
like. The spaces of the meshwork were filled with 
dark brown masses about the size of poppy seeds. 
The meshwork consisted of firm connective tissue. 
Microscopic examination of a section from the 
middle of the tumor showed that the epidermis 
was thickened. The deepest cells of the stratum 
mucosum were granular, and contained everywhere 
brown pigment. Only at the base of the umbilicus, 
where the papilla were not markedly formed, was 
the pigment absent. Everywhere in the corium 
and in the subcutis were numerous mast cells. 
Hair and sebaceous glands were nowhere to be found. 
The deeper layers of the skin contained normally 
formed sweat glands. The tumor consisted chiefly 
of connective-tissue stroma and of cavities varying 
in size and form. The stroma, which in amount 
predominated over the alveolar tissue, was com- 
posed of broad, thick, dense connective tissue which 
contained a few cell elements, with spindle-shaped 
nuclei. Only around the spaces did the connective 


tissue form a most delicate connective tissue whose 
fibres formed a network partly as fine bundles. 
The numerous nuclei were oval and frequently 
almost round. Immediately around the alveoli 
the connective-tissue threads formed a thick layer, 
really a membrana propria. The cavities were 
lined with cylindrical cells which were placed at 
right angles. Their height was not always in 
proportion to the size of the cavity, but seemed to 
depend on the pressure of the gland contents. Ina 
few places the tubules were filled with epithelium. 
The gland tubules were usually cut either obliquely 
or longitudinally. The gland lumina near the 
periphery of the tumor in their width resembled 
the normal sweat glands. On the other hand, those 
in the middle of the tumor were markedly dilated 
and round; in the latter the tissue was frequently in- 
filtrated with cells. The majority of the glands 
were filled with a secretion composed of a most 
delicate rather granular network of threads mixed 
with epithelial cells. The entire tumor was per- 
meated by a thick network of capillaries which sur- 
rounded the individual gland tubules. In many 
places in the connective-tissue stroma in the neigh- 
borhood of the blood-vessels were remnants of old 
and fresh blood. 

In the preparations taken from the lateral portion 
of the tumor accumulations of round cells and 
blood-vessels were seen. The cystic dilatation of 
the canals had evidently been produced by pressure 
from within. The cavities were lined with endothe- 
lium and the walls of these new cavities had pro- 
jections into them. These cavities were due to the 
confluence of the neighboring small cavities. The 
origin of these in some places could be followed. 
At several points between the blood spaces were 
dilated tubules lined with cylindrical epithelium 
and usually filled with secretion and surrounded 
by the characteristic connective tissue which some- 
times reached as far as the endothelium of the blood 
spaces. A few of the gland-like cavities also con- 
tained blood. At no point, however, was this ad- 
herent. 


After these findings we must ask: Are we 
dealing here with an individual tumor or is 
there a combination of two tumors? Further, 
under what category does this tumor forma- 
tion belong? Wiullstein held it to be a com- 
bination of cystadenoma of the sweat glands 
with cavernous angioma. 

On page 250 he says what makes him be- 
lieve that there is a combination of two 
tumors is the fact that there is a different 
lining to the large spaces, the one being lined 
with endothelium and the other with cylin- 
drical epithelium. No less typical is the 
relation of the surrounding connective tissue 
to the spaces. The differences even with the 
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low power are easily recognized, through the 
various microchemical reactions in color with 
methylen blue. The above already described 
delicate bluish connective tissue is apart 
from the sweat glands and their tributaries 
in the specimen, only present in the vicinity of 
the tubules lined with cylindrical epithelium, 
while the spaces lined with endothelium are 
always surrounded by a thick fibrillated tis- 
sue which stains intensely red. He thinks 
that the large cavernous spaces in the first 
place are due to circulatory disturbances. 

On page 251 he says we must look upon the 
sweat glands as the point of origin for the 
epithelium of the new growth, on account of 
the position of the tumor beneath the skin 
and on account of the cylindrical epithelium 
and the absence of squamous epithelial nests. 
Its origin from the epidermis or from the hair 
follicles or the sebaceous glands is excluded. 
On the other hand, we must ask if it is not due 
to some embryological deposit. Three things 
come into consideration: the umbilical canal, 
the urachus and the omphalomesenteric duct. 
Have we in this mixed tumor a purely acci- 
dental combination of adenomatous cyst of 
the sweat glands and a cavernous angioma or 
do the two varieties bear a causal relation one 
to the other? In conclusion, he says the old 
and fresh hemorrhages in various portions of 
the tumor have followed as a result of 
hyperemia — perhaps the menstrual hype- 
remia. 

[Wullstein’s tumor also occurred in a wo- 
man. He speaks of its characteristic con- 
nective tissue separating the glands lined 
with cylindrical epithelium from the surround- 
ing stroma. Further, in his last paragraph he 
speaks of the hemorrhage through the tumor 
being due to hyperemia, possibly menstrual 
in origin. We think that here he has the 
clue, and in all probability the glands in this 
case were also uterine glands. While the 
description of the histological appearance in 
this case is in places rather involved, we have 
in our translation held closely to the text in 
order that the points favoring the uterine 
origin of the glands might not be unduely 
accentuated. I wrote Professor Orth of 
Berlin, and he in turn referred me to Dr. Wull- 
stein, who at the time this case was published 
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(1893) was an assistant of Professor Orth and 
occupied the room next to mine in the Gét- 
tingen Laboratory. Dr. Wullstein kindly 
sent me the reprint of his article, but I was 
unable to get the specimen, and consequently 


cannot speak with absolute certainty.— 
7.3. Cj 
N. Giannettasio, in an article (Sur les 


Tumeurs de l’Ombilic [Concerning tumors of 
the umbilicus], Arch. Gén. de Méd., 1900, 
n. sér. t. 3, p. 52), gives a résumé of the 
literature on tumors of the umbilicus, and 
reports a case in a multipara aged 44. A 
year and a half before she came under his 
observation the patient noticed a small tumor 
the size of a nut at the umbilicus. This was 
solid, immobile beneath the skin and occa- 
sioned no discomfort. It occupied the lower 
and left side of the umbilical depression. It 
was removed and the patient was perfectly 
well 25 months later. He gives a very good 
plate, but the text is not satisfactory. The 
nodule, however, he says, contained cyto- 
genous connective tissue. The plate shows 
normal skin, dilated blood-vessels and gland 
spaces lined with apparently cuboidal epithe- 
lium and surrounded by a stroma, the picture 
somewhat suggesting uterine glands. 


An adenoma of the sweat glands situated in the um- 
bilicus and a contribution on umbilical tumors. 
(Ein Schweissdriisenadenom mit Sits im Nabel und 
ein Beitrag su den Nabelgeschwiilsten). Von 
Noorden, W. Deutsche Zeitschr. fiir Chir., tgor, 
bd. ix, s. 215. 

In the beginning of his article he states that he 
is going to demonstrate a tumor which from its 
characteriistics and anatomical picture leaves no 
doubt that it originated from the sweat glands, and 
that as far as he knew no similar case was on record. 
On October 1, 1898, a 38-year old multipara men- 
tioned that for two months she had had a slight 
unevenness in the middle of the umbilicus. Eight 
days previously a physician had observed a pea- 
sized enlargement in the floor of the umbilicus. 
Clinically it suggested a nevus and on account of 
the dark pigmentation von Noorden thought of 
melanosarcoma. On October 14, 1898, the tumor 
was larger than a pea, was semicircular and was not 
sharply defined from the surrounding umbilical 
tissue. In its center it had a small, wart-like ele- 
vation. There were no inflammatory changes in 
the vicinity. The skin over the tumor was some- 
what uneven, grayish in color, here and there more 
deeply pigmented than the floor of the umbilicus. 
No pulsation was noted, no variation on pressure. 
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The umbilicus was removed. Two and a half years 
later the patient was perfectly well. 

The umbilicus on section showed a drawing in of 
the skin and in the depth there was a wart-like 
projection. The tissue of the umbilicus itself was 
very hard. On section a pea-sized, light brownish 
pigmented area was observed, which was not sharp- 
ly defined from the surrounding tissue. 

Microscopic examination. The nodule was made 
up of a loose connective tissue with numerous large 
cells. It contained a large number of capillaries. 
Within this connective tissue were slit-shaped cav- 
ities lined with cylindrical epithelium which had 
become loosened irregularly from the wall. Some 
of these cavities had become dilated into irregular 
cystic spaces which here and there showed clearly 
a lining of cylindrical epithelium, while in other 
places they had completely lost it. The contents 
of these cavities had dropped out in some places, in 
others it consisted of cylindrical epithelium and in 
numerous cases of an irregular, structureless net- 
work. Further sections were made and the squam- 
ous epithelial layer over the entire nodule was 
found to be intact. Over the most prominent part 
it was three times as thick as at the periphery. 
Where the cells were most abundant the deepest 
layers showed pigmentation. At one point (Fig. 
11) the sweat glands could be traced almost to 
the surface, being covered only by a few layers of 
cells. 

The stroma consisted of three definite kinds of 
tissue: normal tissue, dense fibrous tissue and 
mucoid-like tissue. The chief interest lay in the 
sweat glands; roots of hair were nowhere to be found 
and sebaceous glands were reduced to a minimum. 
The search for muscle fibres in the reticulated tissue 
was fruitless. No elastic fibres were found. In 
general, it may be said that the sweat glands were 
normal in the subcutaneous layer and were arranged 
in groups. Then in one section one would find two 
large openings and three or four glands and in an- 
other section groups of from two to four glands. 
Some were cut in such a manner that 9 to 15 round 
lumina were in a line or in the form of a hook. The 
groups lay, as a rule, very close to one another. The 
normal sweat glands lay partly in the fibrous con- 
nective tissue, others — and this is to be noted — 
were separated by a rather broad layer of cells from 
the normal corium. The nuclei of this zone were 
pale and less abundant than in the remaining cor- 
ium. This zone suggested the above mentioned 
mucoid tissue in which in part the altered glands 
lay. This tissue appeared always to penetrate 
between the normai gland grouping, and had separ- 
ated the glands from one another. The gland 
epithelium was not changed. In addition to this 
slightly normal and slightly changed skein-like 
gland there were in the corium a number of cavities 
and tubules. These extended from near the sur- 
face of the papillary masses to the vicinity of the 
subcutaneous fat. The cavities and the tubules 
are to be seen in figures 11 and 12. 


[We do not clearly understand what von 
Noorden means by corium. It seems, how- 
ever, that he uses the term instead of stroma. 
His general description is somewhat hazy 
throughout.—T. S. C.] 

On page 222 he gives a résumé of his de- 
scription: The tumor is made up of many 
roundish and often dilated cyst-like portions 
which lie deeply seated in the corium. In 
intimate relation to these or independent of 
them are tubular channels with numerous 
cork screw-like windings. These reach to- 
ward the epidermis. The cystic and also the 
tubular pictures are surrounded by dense and 
loose connective tissue which separate them 
from the surrounding connective tissue and 
are without any definite capsule. In the 
above described coil we without doubt recog- 
nize the sweat glands. 

On page 229 he reports one of Mintz’s cases 
and says that possibly the new growth had 
developed from the glandular portion of the 
skin; for example, from the sweat glands. He 
says: ‘I will also not assume this, but will say 
that portions of my tumor in respect to form, 
grouping, contents and relation of the cells, 
both in the description and in the picture, 
produce a very similar appearance, to the 
case reported by Mintz, and had it not been 
possible to establish a relation to the sweat 
glands I should in all probability have fol- 
lowed the views of Mintz. Mintz found 
smooth muscle fibres in the connective 
tissue at several points. The explanation as 
to the origin is difficult.” In conclusion, 
von Noorden says, ‘‘ From the above findings 
a true benign adenoma springing from the 
sweat glands can be diagnosed.” 

[As will be noted from the history, the pa- 
tient was a woman 38 years of age. There 
was no evidence of inflammation. Histo- 
logical examination in some places showed 
groups of glands surrounded by a stroma dif- 
fering from the ordinary surrounding stroma. 
These groups of glands were lined with one 
layer of cylindrical epithelium and the cav- 
ities of some of the dilated spaces contained 
cells that had taken up blood pigment. Von 
Noorden draws attention to the fact that his 
case bore a marked resemblance in many ways 
to Mintz’s case. There remains little doubt 
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in our mind that the glands resemble those 
found in the body of the uterus, and the 
thickened dense stroma around them bears a 
marked resemblance, even with the very low 
power, to the stroma of the uterine mucosa. 
The picture, at any rate, is much more sug- 
gestive of a glandular growth of uterine 
origin than of one coming from the sweat 


glands. I endeavored through Professor 
Déderlein of Munich to locate Dr. von 


Noorden and if possible secure a section of 
this growth, but have not been able to do so.— 
7.2. J 


It is rather difficult to classify this tumor, 
but as it presents a few clinical and histological 
points suggestive of the group under con- 
sideration I mention it here, although it is not 
considered in the digest. 
Villar. 


Tumeurs de l’ombilic. 


1886. 


Observation 68. L. L., aged 46, entered the 
service of Professor Guyon September 17, 1886. 
In the month of December, 1885, nothing abnormal 
was noticed in the umbilical region, but shortly 
afterward her corsets produced pain in this region 
and she discovered a small tumor the size of a pin- 
head, reddish in color, in the umbilical depression. 
This tumor increased very slowly and in May, 1886, 
she went to the hospital for examination. She 
continued under treatment, and in the month of 
August entered the hospital. At that time at the 
umbilical depression was a tumor the size of a bird’s 
egg. It wasconical. Its base was continuous with 
the cicatrix and was somewhat constricted by the 
depression. It had a very narrow, but relatively 
large pedicle. It was in reality sessile, firm in con- 
sistence, but elastic and reddish in color. At the 
top was a blackish point, 2 mm. in diameter. The 
tumor itself was not ulcerated and did not discharge 
any liquid. Two or three days after she entered 
the hospital the blackish point ruptured and there 
was an escape of tarry blood. The patient experi- 
enced no pain and there was no glandular enlarge- 
ment. 

Histological examination by Clado. The tumor 
is situated in the center of the umbilicus and has 
developed in the depth of the cicatrix. It is 
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covered with skin. In consistence it is a little 
less firm than a fibroma. On section one finds a 
capsule which surrounds the central mass. The 
tumor is whitish-gray with numerous dark spots not 
any larger than the head of a pin scattered through- 
out it. Microscopical examination shows that the 
tumor is formed of sarcomatous tissue, the cells 
being fusiform in shape. 

Some of the spaces are round, others oval and have 
anastomosed with one another. Some of the canals 
are lined with pavement epithelium. Between the 
cystic spaces one finds stroma containing a small 
number of vessels. The skin which composes the 
outer covering of the tumor is exceedingly thin but 
presents the characteristic appearance. There has 
been extravasation of blood at the center of the 
tumor. 


[This woman, as above noted, was 46 years 
of age. The history does not convince one 
absolutely that this is a sarcoma. It might 
very well be a fibroma. It resembles in a 
few particulars those tumors of the umbilicus 
that contain uterine glands or glands some- 
what resembling them.—T. S. C.] 
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COMPILED REPORT FROM THE 


MEMBERSHIP OF THE CHICAGO 


SURGICAL SOCIETY ON CERTAIN QUESTIONS RELATING 
TO APPENDICITIS 


By WILLIAM HESSERT, M.D., Cuicaco, COLLABORATOR 


4 NHIS collation of certain questions 
relating to the subject of appendicitis 
was planned by the Program Com- 
mittee of the Chicago Surgical Society 

for the season 1911-1912. The idea was to 

collect the individual opinions of the mem- 
bers and their findings in certain chosen 
subjects, and to classify, group and sum- 
marize the reports. The report which follows 
represents the statistics. opinions and practice 
of the membership of the Chicago Surgical 
Society. 


QUESTION 1. Where do you make the incision? 


About two-thirds of the Fellows of the 
Chicago Surgical Society are making the 
gridiron muscle-splitting incision, about Mc- 
Burney’s point, in interval or uncomplicated 
cases, unless there exists some indication to 
do otherwise. The exact point of incision 
varies with the individual case, and is deter- 
mined, in part, by such factors as a point 
of greatest tenderness, or presence of a mass 
or of an abscess. Of the two-thirds, the 
majority are making the Kammerer, or right 
rectus incision, in those cases where there 
there are complications suspected, or present, 
in the shape of (a) rupture of the appendix 
or of an abscess with the prospect of drain- 
age; (b) pelvic complications in women; (c) 
other abdominal complications; or (d) doubt- 
ful diagnosis. 

About one-fourth of the members employ 
an incision through the right rectus muscle, 
in all cases, male or female. There are only 
a scattering few who adhere to the muscle- 
splitting incision, to the exclusion of others, 
in all their cases. 


QuEsTION 2. What is your technique for the 
amputation of the appendix? 

Twenty-five of the Fellows agreed upon a 

technique which was essentially as follows: 
1. Ligation of the mesentery. 


2. Crushing and ligation of the appendix. 

3. Removal of the distal portion. 

4. Burying the stump beneath a circular 
Lembert suture. 

The technique of the different operators. 
as might be expected, varied in the execution 
of certain details. For ligating the appendix, 
some use silk or linen, but the majority use 
catgut. A small minority are cauterizing the 
stump with carbolic acid and alcohol, the 
majority let it alone. 

When inserting the purse-string suture, a 
small percentage of the Fellows, notably some 
of those who do not ligate, are taking an 
extra stitch or loop through the base of the 
appendix on the mesenteric side, to catch 
up a small artery which is frequently present 
at this point. This little artery cannot be 
caught in the mesenteric ligature, and is very 
likely to bleed in unligated stumps. 

After the purse-string has been tied, about 
one-third of the Fellows reinforce with 
another row of Lembert sutures; the others 
do not. Most of the operators are using 
silk or Pagenstecher linen as suture material; 
the others employ catgut. 

Five of the Fellows crush and invert the 
appendix without ligature, and generally 
reinforce the purse-string with another row 
of sutures. 

Two operators employ the cuff method; 
another crushes the base, and, without ligat- 
ing, buries the stump with a purse-string 
catgut suture. 


QUESTION 3. Have you ever had any cases of 
hemorrhage from the stump, and, if so, 
what has been the method of operation? 

There were six cases reported of hem- 
orrhage from the inverted stump into the 
bowel; one of the patients died. In no case 
was the stump ligated. It is interesting to 
note that none of the five Fellows who do not 
ligate the appendix has reported any in- 
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stances of hemorrhage, and these five control 
a large amount of material. 


QUESTION 4. Have you ever had any accidents 
follow any special technique? 

To this question twenty-eight replied in 
the negative. The others reported accidents 
as follows: 

Two cases of secondary hemorrhage from 
the deep epigastric artery, due to pricking 
the vessel with the needle while closing a 
rectus incision. One of the cases was very 
severe, the patient had to be reoperated upon, 
and nearly died. 

Another case was one of secondary hem- 
orrhage complicating an appendectomy in 
which the gangrenous appendix had simply 
been ligated and the stump dropped back. 
The hemorrhage was exceedingly profuse, 
and came on about the twelfth day. It was 
repeated in two days, and was so profuse that 
the patient died before anything could be 
done. There had been gauze drainage used 
and nothing left in the wound which might 
have caused pressure necrosis. 

Two cases are reported, in which a purse- 
string suture was used, where there was 
gangrene of the appendix to the junction 
with the cecum, allowing the escape of a 
rectal enema into the peritoneal cavity, 
followed by the death of both patients. 


QUESTION 5. Have you ever seen any acule or 
chronic cases of appendicitis, which in your 
opinion were the direct result of trauma? 

Among the vast number of cases of appen- 
dicitis which have been subjected to opera- 
tion, the number in which the question of 
trauma arises as an etiologic factor is infini- 
tesimally small. It rarely can be conclusively 
answered in the concrete case, whether the 
appendicitis is not really only a coincidence. 

Who can disclaim that the appendix was just 

becoming inflamed when the injury was in- 

flicted? Histologic sections must show ev- 
idences of trauma, such as hemorrhages, etc. 

Four members have seen a few cases which, 
in their opinion, were of traumatic origin, 
but omitted a detailed history. Three of 
the Fellows submitted the following histories: 

““One case caused by an oar in the hands 


of a student in the Yale crew, as the result 
of catching a ‘crab.’ The blow was over the 
lumbar region. A second one ran against 
the knob of a bannister in descending a 
circular stairway. A third one, from the 
striking of an elbow, when the patient, 
stepping on a banana peel, slipped and fell 
backward, and the elbow impinged against 
the right abdominal wall with great violence; 
this was followed in twenty-four hours by all 
the symptoms of a commencing acute appen- 
dicitis requiring operation.”’ 

‘“‘A young man of 18, while playing ball, 
was struck directly over McBurney’s point 
by a baseball hot off the bat. He began 
having pain shortly thereafter, and within a 
few hours presented a well-marked case of 
acute appendicitis. He was operated within 
thirty hours and a perforation of the appendix 
was found directly at the site of an unusually 
large, hard concretion. In this case there 
was no doubt in the operator’s mind that 
the baseball, striking over the appendix 
containing the hard concretion, was the 
immediate exciting cause of the acute 
appendicitis.” 

“The patient was a teamster who was 
thrown from his wagon, and, in falling to the 
pavement, landed with his abdomen on a 
large stone. He was taken at once to the 
hospital, complaining of pain and abdominal 
tenderness. The condition becoming worse, 
he was operated about eighteen hours after- 
ward, and a perforated appendix was found, 
and in the perforation was a large enterolith. 
The patient claimed to having felt perfectly 
well before his accident.”’ 

In these few cases in which a trauma 
preceded an attack of acute appendicitis, 
the relation of cause and effect has not been 
scientifically proven, and it cannot be denied 
that the occurrence was a coincidence. It 
is the consensus of opinion of the Chicago 
Surgical Society that the traumatic origin of 
appendicitis, acute or chronic, has not as 
yet been demonstrated. 


QuESTION 6. Of what practical value do you 
consider the differential leucocyte count? 

It is difficult to unify the opinions expressed 

with reference to this question. It is agreed 
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that, to be of any value at all, the count must 
be correctly made by a reliable laboratory 
assistant, and then the findings must be 
properly interpreted by the surgeon. Not a 
few of the Fellows consider the blood findings 
of no practical value in their appendicitis 
work. The blood count is of value only when 
interpreted and read in connection with the 
clinical progress of the case in question, and 
then it may be of negative value, or only 
confirmatory. Repeated examinations of the 
blood must be made, if the blood findings 
are to be of any value; one isolated examina- 
tion does not amount to much. Variations in 
the way of an increase or decrease of the 
number of leucocytes, or the percentage of 
polymorphonuclears, may be considered as 
suggestive of aggravation or subsidence of 
the disease. 

The blood findings may be utilized in 
estimating the resistance of the patient, a 
low resistance being associated with a low 
polymorphonuclear percentage. Finally, the 
blood examination may be of some diagnostic 
value in differentiating various acute abdom- 
inal conditions associated with pain. 


QUESTION 7. To what extent, if any, do you 
make it a practice to remove the appendix 
in the male or female when the abdomen 
has been opened for other reasons? 


The society is unequally divided on this 
question. About one-third report it to be 
their practice to remove the appendix on 
suspicion as a routine procedure, provided, 
of course, that there is nothing about the 
patient’s condition to contraindicate the 
additional operation. Of this number, a 
few limit themselves to removing the appen- 
dix in youthful patients, and do not molest 
it in later adult life. 

The other two-thirds of the Fellows report 
it to be their custom not to remove the 
appendix, unless, first, there has been evi- 
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dence brought out by the history of the 
patient to indicate some previous involve- 
ment of this organ; or second, there is found 
at operation unquestioned evidence of pre- 
vious or present disease; for example, old 
adhesions, kinking, presence of concretions 
and stricture. 


QueEsTION 8. Do you or do you not remove the 
appendix in acute cases with abscess, and 
why? 

There is an almost unanimous opinion 
expressed in favor of removing the appendix 
in abscess cases, provided: 

1. That the appendix is accessible. 

2. That adhesions are not too firmly 
organized, lest breaking up of the same will 
cause too much trauma, and favor a spread 
of the infection. 

3. That the search for this organ and the 
manipulations entailed thereby do not jeop- 
ardize the recovery of the patient from the 
operation. 

It is clear that while the society stands 
united in favor of the proposition to remove 
the appendix in abscess cases, it is an instance 
where the experience, judgment and skill of 
the individual operator is the determining 
factor for the patient’s recovery. 

Thus, the appendix might be easily acess- 
ible to one operator, and another be unable 
to find it. Again, in estimating just what 
constitutes too much traumatizing, we have 
to reckon again with the personal equation. 
One man may be, by nature, rough, and vet 
consider himself very gentle; another may 
deem himself a rapid operator, and still be 
slow by comparison. 


QUESTION 9. To what extent have you seen 
parotitis complicating appendicitis? 

Only eight of the Fellows have had any 
experience with parotitis as a complication, 
and thirteen cases were reported, two of 
which terminated fatally. 
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THE CHOICE OF TECHNIQUE IN ENTEROSTOMY INCIDENT TO 
OPERATIONS FOR INTESTINAL OBSTRUCTION ' 


By JOHN PRENTISS LORD, M. D., Omana, NEBRASKA 


HE advantages and value of drainage of 
the obstructed bowel are recognized and 
generally conceded. And though it had 

been infrequently used and accepted only as a 
dernier resort for ages, it has not been until more 
recent years that in the evolution of modern 
surgery it has been brought to an established 
place. And while the broad principle of intes- 
tinal drainage has become established, the 
methods of its application have been numerous 
and varied. That there are so many methods 
of its application is undesirable in that they 
deter from the general adoption of the best 
methods. Each operator should select a method 
which he can utilize to the best advantage to 
himself and his patient. Among the many pro- 
cedures there should be a choice in technic, 
varied somewhat, of course, in accordance with 
the skill and surrounding of the operator, and 
the case in hand. The writer has, therefore, 
thought it desirable to analyze the various 
methods of performing enterostomy with a 
view of narrowing the choice of technic to reason- 
able limits. Also to seek to simplify its appli- 
cation, render less formidable its undertaking, 
miminize its objectionable features and thus to 
favor its more frequent and early use. And 
also to render more uniform our practice, improve 
our skill, and thereby lessen mortality. 

The primary object of enterotomy having 
been to save life, its earliest use entailed little 
or no other consideration, if we are to judge 
from the crude methods in general use from its 
inception to within very recent years. The 
objectionable features of ordinary enterotomy, 
however, brought efforts to curtail them, hence, 
the newer term enterostomy for procedures 
contemplating a permanent fistula. Within 
recent years, however, there has been a distinct 
tendency to eliminate the permanent character 
of the fistula by establishing drainage of the 
bowel temporarily, which may be made to close 
at will upon the withdrawal of the tube, which 
serves to temporarily maintain patency. 


The old operation of cutting into the gut- 
enterotomy has become by refinement in technic 
the modern enterostomy. This was recommend- 
ed by Lewis in 1757, introduced by Renault in 
1787 and revived by Nelaton in 1840, and in our 
generation denominated by Treves ‘‘an uncouth 
measure.” He also spoke of it as a “rough 
and ready” operation. Purse-string suture of 
a drainage tube into the intestine is frequently 
mentioned in literature, but multiple purse- 
string sutures to obviate subsequent repair is 
infrequent and is evidently used by but few. 
This procedure is so relatively simple, safe and 
satisfactory that it would seem to warrant its 
more general utilization. 

Realizing as I do from my limited observation 
and familiarity with the work of others that the 
technic is not borne in mind, and hence not very 
generally practiced, I am again, and for the third 
time, presenting this matter for the consideration 
of this thoroughly representative body of dis- 
tinguished surgeons. 

For several years the writer has utilized enter- 
ostomy in connection with many of his operations 
for intestinal obstruction. At the first he had 
been content, as were our forefathers, to simply 
incise a withdrawn loop of bowel (enterotomy). 
Later a rubber tube was secured in the bowel. 
Then followed the suggestion of Stewart, and a 
Murphy button was used with a tube attachment. 
After this the Paul tube, so popular with the 
English, and eventually the smooth firm rubber 
tube or large calibre catheter introduced and 
maintained on the Kahder principle. Finally, 
however, came the adoption of the multiple purse- 
string invagination about a catheter after the 
manner of an E. J. Senn gastrostomy. 

The disadvantages of any method that does 
not control the fecal stream and prevent soiling 
and excoriation are fully appreciated, and the 
precipitation of this condition can only be justi- 
fied as a purely life saving measure, and then only 
in the hands of those whose technic is too limited 
to admit of attempts at refined methods. The 


1 Read before The Western Surgical Association, December 18-19, 1911. 
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withdrawn bowel, secured and surrounded by 
gauze, soiled with feces and with endothelium 
destroyed, is a condition sometimes seen, but 
never justified among the skilled. To correct 
this by the free use of vaseline is but a sorry 
makeshift. The rubber dam surrounding the 
loop, as suggested by Levison of San Francisco, 
falls short of meeting the full indications. The 
methods of Paul and his glass tube, and of 
Stewart with the Murphy button and attached 
tube, have the objection that they control for 
but a very few days at most; besides, they will 
destroy a portion of the lumen of the gut and 
have the old disadvantages of an exposed bowel. 
Furthermore, a secondary operation is required. 

The Moynihan method of enterotomy and 
drainage by a special tube introduced into the 
bowel, which is made to pass over the tube so 
that inches of tube negotiate feet of bowel, and 
thus by two or three introductions the bowel is 
thoroughly emptied, is a very valuable method 
and will suffice in some cases. It has been 
observed by the writer, however, that a bowel 
distended from paralysis will rapidly refill with 
gas and this gas distension is inimical to the 
security of the sutured enterotomy openings. 
In many cases more prolonged drainage is re- 
quired. And this theoretical objection has 
suggested itself, that damage may readily result 
to the lumen of the gut which would likely favor 
the absorption of the highly toxic and septic 
bowel contents. 

Trocar punctures and aspirations have been 
extensively used. The former more especially 
for enabling the operator to replace intestines 
which would be impossible to return to the 
abdominal cavity without deflation, but the 
temporary benefit has seldom been compensation 
for the damage necessarily resulting. Aspira- 
tion through a special sleeved trochar with a 
suction apparatus as devised by Klapp would 
seem to have the inherent disadvantages of all 
special apparatus to be used in emergencies. 

The conditions indicating enterostomy with- 
out further immediate operative procedure are 
pronounced collapse, extreme toxemia, marked 
exhaustion and impending dissolution. Such 
subjects had best be operated under local anal- 
gesia, usually the median-lateral incision mid- 
way between the umbilicus and the pubis. The 
first presenting distended loop of bowel is grasped 
and deflated either by finger pressure or by suit- 
able rubber covered clamps. If the bowel is 
too distended or too altered to admit of this, 
then it is desirable to puncture the bowel with a 
needle or very fine trochar to allow gas to escape 
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in sufficient quantity to permit the segment 
being operated upon without danger of leakage. 
A very distended bowel will leak through stitch 
holes. Three purse-strings of No. o catgut 1 of 
an inch apart are introduced by means of cam- 
bric needles and the first part of the knot is then 
made. A stab is made in the gut by a sharp 
pointed knife, care being taken not to cut the 
catgut. A large sized rubber catheter with 
extra fenestra is introduced two inches into the 
opening, which should grasp it tightly. The 
catgut sutures are then tied, the gut is encour- 
aged to empty if the patient’s condition should 
permit and the intestine is returned. The 
peritoneum is sutured to the gut and is closed 
about the catheter. The abdominal wall is 
closed in layers with catgut and retention sutures 
of wormgut. The ends of one wormgut are 
used to secure the catheter against withdrawal 
and the wound dressed as in any similar wound. 
The catheter is made to drain into a large bottle, 
which should be frequently emptied, rather than 
depend upon a long drainage tube into a vessel 
under the bed. Such an arrangement might re- 
sult in the catheter’s being accidently withdrawn. 
Any clogging of the catheter may be relieved 
by introducing salt solution. Indeed, the fre- 
quent introduction of salt solution is desirable 
and should be frequently repeated. Introduced 
hot it is a most efficient means of combating 
collapse. The catheter may be removed in from 
three to six days, and is not as a rule followed by 
leakage. It may be reintroduced from time to 
time as necessary; of course, sufficiently often 
to prevent closure by healing until normal 
defecation has taken place. The writer has fre- 
quently experienced the necessity for reintro- 
ducing the catheter to relieve gas and to drain 
the bowel. Thus its value has been repeatedly 
demonstrated in individual cases. There will 
be less likelihood of subsequent leakage probably 
if the tube is removed at intervals after about 
three days. The effects of decubitus may be 
sufficiently prejudicial to affect the competency 
of the valve. These principles are observed to 
advantage in gastrostomies and in cystostomies. 

The slight leakage occurring in some cases 
soon ceases, as a rule, and no secondary operation 
for closure of a fistula has been necessary. Twice 
it has been necessary to inject very small fistule 
with nitrate of silver solution by means of a 
hypodermic syringe. Single treatments in each 
case resulted in permanent closure. As yet it 
has not been necessary to free the bowel from 
the abdominal wall because of later obstruction. 
There are four of these cases, two of whom have 
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disquieting symptoms from time to time. They 
were sufferers from suppurative appendicitis and 
extensive peritonitis and it is probable that other 
adhesions are responsible for the slight recurring 
disturbances. 

In certain cases of enterectomy and enteror- 
rhaphy, enterostomy by the purse-string invag- 
ination method may serve as a safety valve, and 
save the necessity of an untidy external drain- 
age of the bowel. This may be practiced with 
the view of lessening the high mortality of a 
completed, radical, primary operation. Resec- 
tions of the colon will illustrate. Some of our 
best authorities recommend two-stage operations 
in resections of the large bowel, more especially 
of the transverse and descending colon. This 
thin, parchment-like portion of bowel is especially 
prone to leakage after suture, both because of its 
inherent unfavorable structure and because the 
large intestine is a reservoir for solid feces and 
gases, the latter being especially prejudicial to 
healing because of the pneumatic distension 
occasioned by its presence and its more or less 
constant interference with rest in the parts. 
Ballooning and the tension induced thereby is 
most inimical to success in healing of the large 
bowel. These conditions can be met and over- 
come by the venting of gases by the means of 
rubber tubage drain of the bowel according to 
the technic herein advocated. 

In those cases of obstruction unrelieved but 
which have been primarily drained to bridge 
them over, and have an intestinal fistula to be 
repaired, or possibly a resection with anasto- 
mosis or enterrorhaphy in softened tissues unfav- 
orable to suture, the venting of the bowel by an 
enterostomy lessens the element of risk. The 
catheter may be removed and reintroduced at 
intervals to relieve distension and possibly recur- 
ring obstruction and render healing more certain. 

The subject under discussion is the ‘‘ Choice of 
Technic in Operations Incident to Intestinal 
Obstruction.”” Therefore, the principles govern- 
ing the indications for enterostomy have been 
recited because they indicate the choice of tech- 
nic. The simplicity and safety of the method 
favored, by the writer make its indications 
more frequent, and if it were more often used and 
had a more general early application it would in 
his opinion make for safer and more satisfactory 
intestinal surgery incident to operations for 
obstruction, both acute and chronic. 
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F ordinary surgical rules are observed, there 
should be no difficulty in obtaining a good 
result after an operation on an average case 

of harelip. The improvement inthe appear- 
ance of the patient is so striking that both the 
surgeon and the patient’s parents are often con- 
tent with work that will fail to satisfy the critical 
eye. A close scrutiny of each separate part, if 
carried out with merciless criticism, will show 
numerous defects, and the completed lip is often 
a wretched imitation of Nature’s masterpiece. 

A study of the normal lip and nostrils reveals 
rare lines of beauty and symmetry. (See Plate 
I.) The opening of the mouth is slightly curved 
from side to side, the convexity being directed 
upward. The mucous membrane of the upper 
lip is separated from the skin by a sharply defined 
line which is carried from one angle of the mouth 
to the other in a beautiful curve known as Cupid’s 
bow. The convexity of the bow points upward 
toward the nostrils, but the middle of the bow 
takes a sharp downward curve. The free edge of 
the lip is formed by mucous membrane. Its 
general direction is that of a plain curve from 
angle to angle with the convexity pointing up- 
ward, but at the middle, at a point corresponding 
to the downward curve of Cupid’s bow, it forms 
a slight projection with the convexity pointing 
downward (prolabium). 

Resting on the middle of Cupid’s bow we have 
a pear-shaped depression which forms the center 
of the upper lip. The stem of the pear fuses 
with the root of the columna nasi. It is the 
rarest event to find any difference between the 
nostrils, either in symmetry or in size. The 
columna nasi is usually horizontal in position 
and stands more or less at right angles to the 
plane of the upper lip. 





To reproduce these curves and lines is at once 
the dream and despair of the enthusiastic sur- 
geon; and, as in a sketch, the slightest stroke of 
the pencil can alter the expression at the will of 
the artist, so in operating the proper or improper 
use of the scalpel may produce pleasing or 
grotesque effects at the will of the surgeon. 
Even the most sanguine operator never dreams 
of reproducing a Cupid’s bow, but it is entirely 
within the range of possibility to create a line 
between skin and mucous membrane which will 
run across the newly-formed lip without a break 
or fault. 

I shall endeavor to explain how symmetry of 
the lip can be best reproduced along Nature’s 
lines, and in order to do this, it will be necessary 
to study in some detail the anatomical relation- 
ships of the tissues forming the edges of the cleft. 

To enable us to grasp these points more clearly 
let us examine, firstly, the tissues forming the 
sides of the cleft, and secondly the condition of 
the flaring nostril. 


I. THE SIDES OF THE CLEFT. 

A glance at the appended series of diagrams 
(Plate II) will show some of the conditions met 
with. a, b, and c represent an incomplete cleft. 
d, e, and f represent a cleft opening into the 
nostril. In a and d the sides of the cleft are 
represented as opposed to one another sym- 
metrically and as being equally developed. In 
b and e one side is shown well formed and devel- 
oped, but the other is defective in size and diverges 
abruptly from its fellow. In c and f both sides 
are defective and diverge abruptly. These pic- 
tures are diagrammatic but they represent 
types which are constantly repeating themselves 
in actual clinical cases. 

As a rule, although the sides of the cleft may 
be irregular in shape, the thickness of the tissue, 
i. e., the amount of skin and mucous membrane, 
is not defective. It occasionally happens, how- 
ever, that one side of the cleft is thick and suc- 
culent, while the other is thin and attenuated. 

In many cases, even where the edges of the 
cleft are well formed (see a and d), and lie but a 
short distance from one another, the depth of 
the sides is often less than it ought to be. If the 
sides are artificially brought together the lip 
will be seen to be too short and barely able to 
cover the toothless gums. 


























THOMPSON: REPAIRING THE 


ad 


Another feature of great importance is the 
height to which the mucous membrane of the 
lip passes up the margins of the cleft. Some- 
times it reaches the apex of the cleft on each side, 
as shown in a. More often perhaps it mounts 
the sides unequally, as shown in b and c. In 
complete clefts it practically never reaches the 
margin of the nostril, as shown in c, d and e, but 
ascends the sides of the cleft to a variable height, 
as shown in f. 

Still another feature of the greateat importance 
consists in the inequality in the depth of the 
mucous membrane. These features have been 
emphasized in b and c, and e and f. 

A recapitulation of these peculiarities, which 
will receive serious attention later on, is as 
follows: 

1. Asymmetry and irregular divergence of the 
edges of the cleft. 

2. Want of proper depth in the tissues forming 
the margin of the cleft (short lip). 

3. Irregularity in the height of mucous mem- 
brane lining each side of the cleft. 

4. Unequal depth of the mucous membrane 
lining each side of the cleft. 

Il. THE FLARING NOSTRIL 

In cases of complete cleft the nostril flares 
widely open. The amount of separation of the 
extremities of the ring of the nostril varies greatly. 
Sometimes they are almost in contact, in other 
cases they are wide apart and the nostril forms 
a hugh slit like an elongated capital C lying on 
its side. Whatever may be the extent of the sep- 
aration, one can always verify the following facts: 
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1. That the junction of the margin of the 
cleft lip and the ring of the nostril is shown on 
each side by a marked projection or shoulder. 

2. That if a measurement be taken of the 
circumference of the nostril from one shoulder 
to the other, it will always coincide accurately 
with the measurement of the circumference of 
the normal nostril. 

Both these points I have verified in all cases 
coming under my observation, and I have reason 
to believe that they will be proven true by sub- 
sequent observations. They are shown dia- 
grammatically in Fig. 1, where the shoulders are 
marked by crosses. If the open ring on the right 
is completed by bringing the crosses together, it 
will be reduced to the size of the one on the left, 
which represents the size of the normal nostril. 

Flattening of the nose is another noticeable 
feature. It is of moderate degree in cases where 
the alveolar border of the jaw is intact. It is 
often very exaggerated where the cleft in the 
alveolar process is wide. In severe cases the 
cheek and the ala nasi on the affected side form 
a continuous flattened curve. Often the whole 
nose is flattened, the condition being probably 
due to a poorly developed triangular fibro-carti- 
lage and columna nasi. 


DOUBLE HARELIP 
So far, the description has centered around 
single harelip, and, as most of the essential 
features are identical in both the single and double 
forms, it is needless to reduplicate descriptions. 
The condition of the intermaxillary process 
may complicate matters a little, but, if the bony 
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process is pushed back in place or removed, the 
only problem confronting us is what use to make 
of the skin and mucous membrane covering it. 
This covering has various shapes. It may be 
roughly triangular or quadrilateral. It may be 
large or ridiculously small. Its free edge has a 
margin of mucous membrane of variable depth 
and this may run along the sides as high as the 
margin of the nostril. As described in single 
harelip, the junction of the ring of the nostril 
and the margin of the cleft in the lip is always 
marked by a shoulder, and the circumference of 
the flaring nostril from shoulder to shoulder is 
what the normal nostril ought to measure. 

A careful study of the facts presented above 
leads us to the conclusion that, in order to 
obtain a satisfactory result from any operation, 
the following requirements must be satisfied: 

1. The red line of the lip must extend in a 
clean, unbroken curve from one side of the newly 
formed lip to the other. 

2. The depth of the mucous membrane must 
be equal on each side of the line of suture. 

3. The newly formed lip must not be too short, 
but must be lengthened so that it will more than 
cover the gums. 

4. The nostril must be reproduced so as to 
have exactly the same dimensions as the sound 
nostril, and must consist of tissue of the same 
texture as the normal nostril. 

5. There must be no flattening of the nose or 
ala nasi on the affected side. 

For the last fifteen years I have been operating 
by a method which I believe has given me results 
that satisfy fully the first four requirements. 
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For purposes of convenience, single and double 
harelip will be described separately. In the 
main, the flaps are pared according to the method 
of Rose, but the conception and actual perfor- 
mance of the operation differ so radically from 
his that the operations are totally unlike. 

In the first place, every incision is carefully 
and accurately measured by the simple expedient 
of pricking out the beginning and end of a cut 
with a pair of sharp pointed compasses. Nothing 
is left to chance, because it is evident that the 
most accurate and artistic eye is not at all times 
able, unaided, to make the flaps of equal length. 

We have found that the cutaneous portion of 
the lip possesses only a slight degree of elasticity 
and extensibility, and that incisions made into 
the lip on one side of the cleft must always be of 
the same length as those on the other side, if the 
sides are to fit accurately. No tucking in of the 
skin is allowable, as in other regions of the body, 
and if it is attempted the result will be disastrous, 
for it is sure to lead to ugly elevations, depressions 
and irregularities. An irregularity that would be 
of little importance elsewhere is so striking in the 
lip as to be unpardonable. Incisions in the lip 
that have sharp entering and projecting angles 
cannot be straightened out as in other parts of 
the body, and most of the operations which are 
based on this assumption are founded on false 
premises and for practical purposes are very mis- 
leading. The mucous membrane, on the other 
hand, is more extensible than the skin, but as it 
is essential to unite mucous membrane to mucous 
membrane only, it is equally necessary here to 
have incisions of same length on each side of cleft. 
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Fig. 7. 


Operation of Mirault. 


The method employed will be easily understood 
by a study of the diagrams Figs. 1 to 6, inclusive. 

Fig. 1 represents a case of single harelip with 
a complete cleft passing into the nostril. For 
purposes of convenience, the red line of the lip 
has been represented as symmetrically placed on 
each side of the cleft. At A and A’ the boundary 
between the cleft and the margin of the nostril 
is marked by a sharp projection, or shoulder 
A pair of sharp-pointed compasses, regulated with 
a screw, is used, and a measurement (YZ) taken 
from the level of the opposed corners A and A’ 
directly downward, of such length that Z would 
lie on an imaginary line KL which would complete 
the natural curve of the upper lip. The points of 
the compasses are now fixed apart at this distance 
(YZ), and measurements are taken in the lip on 
each side of the cleft (shown in Fig. 2) commenc- 
ing at A and A’ respectively and passing to B 
and B’. The points B and B’ are each close to 
the junction of the skin and the red line of 
mucous membrane and are so placed that AB 
is equal in length to A’B’ and each one is the same 
length as YZ. The points B and B’ are perma- 
nently fixed by pricking the skin with the points 
of the compasses until blood appears. 

The compasses are now readjusted and a 
measurement BC is taken, the point C being on 
the free margin of the lip. The angle which 
BC makes with AB varies somewhat. Usually 
it is about 60°. It must alwavs be less than go” 
if a projecting prolabium is to result from the 
completed operation. A similar point C’ is taken 
on the other side of the cleft. Both C and C’ 
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Fig. 8. 


Operation of Simon. 


are pricked with the points of the compasses. 
Being now ready to denude the sides of the clefts 
a retaining stitch of horse-hair is passed through 
each side of the mucous membrane of the lip 
close to, but below, C and C’. The lip is trans- 
fixed with a narrow bladed tenotomy knife at B, 
and the knife is carried with a sawing sweep in a 
slight curve to A, where it emerges exactly at the 
shoulder. The lip is then divided along the line 
BC and the tissue outlined by ABC is removed. 
The same maneuver is carried out on the oppo- 
site side of the cleft, the knife passing along the 
line A’B’C’. (Fig. 2.) 

The result of this is, that we have two raw 
surfaces opposed to one another, the corresponding 
sides of which are equal in length. Thus AB is 
equal to A’B’ and BC is equal to B’C’. 

If A be united to A’ and B to B’ and C to C’ 
the sides of the wound between these points can 
be brought into apposition with accuracy and a 
perfect lip will result such as is shown diagram- 
matically in Fig. 3. 

In Fig. 4 the same operation is shown on a lip 
where the sides of the cleft are divergent. In 
order to get sufficient depth to the lip, the 
points B and B’ are necessarily very far apart, 
but can be brought together with very little 
tension if the cheeks have been well mobilized 
beforehand. Otherwise the steps of the operation 
are identical with those shown in Figs. 2 and 3. 

The treatment of double harelip is shown in 
Figs. 5 and 6. The shoulders marking the mar- 
gins of the nostrils are shown at A and E, and at 
A’ and E’. The triangle E’DE shows the line 
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of incision by which the central piece of skin 
covering the intermaxillary bone is pared. E 
and E’ are placed on the inner margins of the 
nostrils. The sides DE and DE’ are usually 
equal in length to one another and their length 
varies according to the depth of the central 
piece of skin. It must never be greater than 
AB and is usually much less. The points A, B 
and C and A’, B’ and C’ are chosen as described 
previously in the operation on single harelip. 
Fig. 6 shows the final appearance of the lip when 
the flaps have been cut and the parts approximat- 
ed. The point A is in contact with E; A’ with 
E’; the apex D, of the triangle E’DE, lies some- 
where along the line AB; the point B is in contact 
with B’, and C with C’, 

Two essential points must be emphasized: 

1. Under no circumstances must the circum- 
ference of the nostril be encroached upon. The 
shoulders that represent the margins of the nostril 
must be accurately approximated. 

2. The points B and B’ must be as close to the 
red line of the lip as possible, and must always be 
on the skin (upper side) of this line. 

The various parts of the lip resulting from this 
method of operating are reproduced from ele- 
ments normally present. They are free from the 
admixture of tissues of different texture and con- 
sistence. The nostri! is formed entirely from the 
original nostril ring, and the parts consisting of 
skin and mucous membrane from skin and mucous 
membrane alone. 

Accurate symmetry thus results, the nostril 
being of the proper size, the cutaneous portion of 
the lip of the right depth, the mucous membrane 


Operation of Giraldé. 


of the proper width, and the red line of the lip 
running from side to side without break or fault. 

An examination of most of the diagrams ex- 
plaining the operations described in monographs 
and textbooks shows many discrepancies between 
the claims of the authors and the real results. 

I have analyzed the drawings representing the 
stages of some of these operations and have placed, 
for purposes of comparison, those pictured by the 
authors alongside others made by myself, which 
I believe are more true to actual life. 

The result of the comparison is somewhat 
startling and some of the procedures are reduced 
to grotesque absurdities. To avoid any suspicion 
of unfairness, I have analyzed operations with 
good points as carefully as those with bad ones. 

Descriptions and criticisms are appended to 
diagrams. 

OPERATION OF MIRAULT 

The diagrams appended, a and b, Fig. 7, are 
modified from those pictured in Bryant and 
Buck’s Surgery, vol. v, page 511. The descrip- 
tion which follows is based on the altered lettering 
of the figures used by the author, while at the 
same time an attempt has been made to clear 
up some ambiguities of the original text. 

The point A is fixed at a short distance above 
the apex of the defect. In cases of complete 
cleft there would be two points, A and A’, each 
situated at the margins of the nostril. The dotted 
line CK represents one which would complete the 
curve of the upper lip if no cleft existed. The 
point C is definitely fixed. On this line a point 
K is taken which is usually on the more oblique 
side of the cleft and lies directly under the most 
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pronounced part of the curve. At this same 
part of the curve on the skin side of the lip but 
close to mucous membrane a point B is taken. 
Three points have thus been fixed, viz., A, B and 
C. On the opposite side of the cleft (i .e., the 
more perpendicular) a point B’ is taken. The 
selection of this is very important. It must be 
so placed that its distance from the point A, 
that is, B’A must be equal to BA, and its dis- 
tance from the nearest point of the margin of the 
lip B’K’ must be equal to BK. 

Along the line B’A, at point marked DD’, an 
incision is carried into the cleft at the point C’ in 
such a manner that the length B’D’C’ shall 
measure the same as BC. 

The margins of the cleft are denuded in the 
following manner: On the more oblique side of 
the cleft the points A, B and C are joined by cuts 
which curve, as in the diagram, care being taken 
to leave a projecting angle at B. On the other 
side the points A and B’ are joined, and an in- 
cision carried from the point D to C’, both cuts 
being curved, as in the diagram. The result is 
shown in b (Fig. 7), the flap B’D’C’K’ being 
drawn downward. Two flaps are thus opposed 
to one another, the corresponding sides of which 
are equal, AB=AB’ and BC=B’C’, and the 
projecting angle B fits into the entering angle B’. 

My criticism of this operation is, as a whole, 
favorable. If carried out in the manner above 
described, and if all the salient points are pricked 
out accurately, a good lip will result. There is, 
however, one feature that I have emphasized in 
my diagrams that seems to have escaped atten- 
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Operation of KGénig. 


tion. No attempt is made to cut the mucous 
membrane of the lip on the more vertical side of 
the cleft in such a manner as to make it fit the 
cut edge of the other side. Thus, b in Fig. 7 
shows a good, broad area of mucous membrane 
on one side (left), and a narrow, tapering strip 
of mucous membrane on the other (right), which 
fails to reach the line of suture. Such a result 
would be unsightly in the extreme. 
OPERATION OF SIMON 
The diagrams appended, a and b, Fig. 8, are 
modified from those appearing in Bryant and 
Buck, vol. v, p. 512. The lettering and explana- 
tion are my own. The points A and A’ are 
respectively at the margins of the nostrils. A 
point C is taken, usually on the more oblique 
side of the cleft, and as far away from the mucous 
border as it is desired to add to the depth of the 
lip. On the other side of the cleft, close to the 
mucous border, a point C’ (or C”) is fixed at 
such a distance from A’ that the measurements 
AC and A’C’ must be equal. From C’ carry a 
line upward into the lip at right angles as far as 
the point B’.. The distance C’B’ must be equal 
to the distance of C from the mucous border of 
the lip (i. e., the depth you wish to add to the 
lip). Then carry the line B’C’ (or B’C’’) out 
to D’, which is placed on the margin of the cleft. 
Prick indelibly all these points. On the other 
side ot the cleft (the more oblique) along the line 
CA take a point B (or B’’) at such a distance from 
C that CB will be equal to C’B’. From this 
point carry a line to the margin of the cleft at 
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the point D, in such a direction that the length 
BD will equal B’D’. (In order to make this 
line of the requisite length it may have to be cut 
very obliquely.) The edges of the cleft are now 
pared and the result is shown in b, Fig. 8. The 
opposed sides will fit into one another in a mortise 
fashion, the lettered points coming into contact 
as follows: A with A’, C with C’, B” with B and 
D with D’. The point B will be on the line A’C’ 
and C” along the line B’D. 

The result in the main is very satisfactory if 
every step is carried out with accuracy. The 
only serious objection to the procedure, apart 
from its complexity, is that we cannot be sure of 
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Operation of Kénig. 


dividing the mucous membrane on each side of 
the cleft in such a manner that the surfaces will 
fit, because the direction of the line BD must be 
determined by its length, which must always be 
equal to that of B’D’. 


GIRALDE’S OPERATION (BINNIE) 

a, b, and cc (Fig. 9) represent the figures usually 
given in the textbooks; d, e, and f, the actual 
stages of the operation. 

Careful scrutiny and comparison will show 
that the end result pictured in Fig. c could never 
be obtained, but that the real result would turn 
out as shown in Fig. f. Note, in Fig. f, the patch 
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Operation of Collis. 
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of mucous membrane taken from the margin of 
the cleft forming the lower portion of the nostril 
ring. Note the wide nostril. Note, further, the 
wide section of mucous membrane on the right 
of the figure ceasing abruptly, and the mucous 
membrane on the left commencing at some dis- 
tance from the line of suture. The result is a 
grotesque travesty of Nature. 


KONIG’S OPERATION (BINNIE) 

a, b, and c (Fig. 10) represent textbook figures; 
d, e, and f represent the actual result. 

The differences between the two sets are but 
slight. An operation planned in such a manner 
could never lengthen the lip or prevent notching 
where a prolabium ought to be formed. There- 
fore figure f represents the final result more 
accurately than figure c. 


ESMARCH AND KOWALZIG (BINNIE) 


a, b, and c (Fig. 11) represent textbook figures; 
d, e, and f represent the actual result. 

In figure ¢ the incisions are shown after the 
edges of the cleft have been pared. In order to 
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obtain accurate approximation, the line ABCB’ 
must be equal in length to the line A’B’. The 
point A would be approximated to A’, the point 
B’ to B”, and after th eangle C’ had been straight- 
ened out, the points B and C would lie somewhere 
along the line A’B’. Figure f represents an at- 
tempt to bring the diagram into keeping with 
figure c, although the angulation at B would be 
more accurately shown by a curve. Note the 
irregularity in the depth of the mucous mem- 
brane on each side of the line of union. 


COLLIS’ OPERATION (BINNIF) 

a, b, and c (Fig. 12) represent textbook pic- 
tures; d, e, and f represent the actual result. 

This operation has much to recommend it, but 
the throwing up of the flap CE’ to form the floor 
of the nostril is a mistake according to our rules 
previously formulated. In figure f the unsightly 
appearance is depicted. If care is taken in par- 
ing the mucous membrane at B in Figs. d and e 
so that it will correspond with the thickness of 
mucous membrane along the line Ee’ in Fig. 
d, a very good final result can be obtained at the 
lip margin, as shown in Figs. c and f. 
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BEING A REpoRT OF A CLINIC, WITH A DiscussION OF TECHNIQUE, HELD DurRING THE MEETING 
OF THE CLINICAL CONGRESS OF SURGEONS OF NorTH AMERICA, AT PHILADELPHIA 


By E. E. MONTGOMERY, M.D., Puitaperpura 


Fibroid of Uterus. Mrs. S. S., aged 43 years, 
entered my service in this institution on the 
first day of November, 1911, for an abdominal 
enlargement which was first noticed three years 
ago. She informs me that her father died at 
the age of 100, and her mother at 79. She has 
had nine brothers and sisters, but does not know 
anything about their condition of health. Her 
health was good until this present illness. Puber- 
ty occurred at the age of 16; periods were regular, 
lasting three to four days until ten months ago, 
when, while still regular and painless, they con- 
tinued seven to eight days and were very free. 
She has had leukorrhea for the last three years. 
She was married at the age of 37 but has never 
been pregnant. This abdominal enlargement 
as far as she knows began as a small mass in the 
right side, has caused her no pain, and can be 
moved from side to side without discomfort. 
It has greatly increased in size, until now it ex- 


tends above the umbilicus, but she has experi- 
enced no inconvenience either in the evacuation 
of the rectum or from pressure upon the bladder. 
Aside from this growth her general health has 
been excellent and she looks well nourished. 
Examination of the urine discloses a faint trace 
of albumin. The abdomen is distended by a 
firm, hard, somewhat irregular mass which ex- 
tends above the umbilicus. Its surface is irregu- 
lar, disclosing nodules or projections from what 
would otherwise be a smooth surface. The 
bimanual examination disclosed that the cervix, 
small in size, passes directly into the abdominal 
mass, which also fills the pelvis. The diagnosis 
was a multilocular fibroid tumor involving the 
entire uterus. Before she was brought into the 
clinical amphitheatre, the patient had been pre- 
pared under ether by a thorough scrubbing of 
the vagina with tincture of green soap and hot 
water, subsequently with sterile water, and finally 
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with alcohol, after which the vagina was packed 
with gauze, leaving an end projecting from the 
vulva. The abdomen, although previously pre- 
pared, was scrubbed with soap and hot water, 
finally with alcohol, and then covered with a 
sterile sheet having an opening over the point 
at which the incision was to be made. 

Assisted by the interne, Dr. Bevis, an incision 
was made in the median line down to the sub- 
peritoneal fascia; grasping and pulling upon one 
side of the wound, the peritoneum was opened. 
This procedure pulls the peritoneum away from 
the intestinal coils, and allows it to be opened 
without danger of their injury. The intestines 
were walled back with a long piece of gauze; the 
tumor, secured by a myoma screw, was drawn 
out and turned over the symphysis. A large 
subperitoneal growth from the posterior surface 
of the uterus had filled up the pelvis, and the 
broad ligaments were tense from the spread of 
the tumor. Each broad ligament was clamped 
and cut external to the adnexa; the peritoneum 
in front was cut, and it and the bladder pushed 
down. The spreading out of the right ligament 
exposed the uterine artery, which was clamped and 
cut. The vagina, which was readily perceptible 
posteriorly from the gauze packing, was opened 
into and separated from the cervix. The latter 
was seized with fixation forceps and drawn up, 
and as the uterine artery on the left side became 
visible, it was seized and cut, freeing the uterus. 
This part of the operation had occupied two 
minutes from the beginning of the incision. The 
clamped vessels were quickly tied with chromic 
catgut. A suture was inserted through the 
posterior layer of the broad ligament, following the 
edge of the right side of the vagina, and brought 
out on the vesical fold, and the broad ligament 
was tied after drawing into it the right stump. 
The same course was followed on the left side, 
when the latter suture was utilized to close the 
intervening peritoneal surfaces over the vagina. 
This procedure shuts all the raw surfaces out of 
the peritoneal cavity, and should there be any 
disposition to bleeding it can be readily controlled 
by packing the vagina with gauze. The appen- 
dix was long and large. It was clamped at its 
base, another hemostat placed on the meso-ap- 
pendix, which was cut and ligated with chromic 
catgut. The appendix beneath the forceps was 
tied and its stump cauterized with pure Carbolic 
Acid, and after being dried with gauze was 
dropped back. The vaginal gauze was withdrawn 
by a nurse immediately after the removal of the 
uterus. As but one long piece of gauze was 
placed in the abdomen, its removal leaves no 
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uneasiness regarding the possibility of gauze 
being retained. The abdominal cavity is care- 
fully inspected and the wound closed as follows: 
Beginning external to the aponeurosis at the 
right side of its upper angle, a chromic catgut 
suture is passed through all the tissues, including 
the peritoneum, and on the opposite side to the 
peritoneum only, and thereafter by successive 
turns the edges of the peritoneum are united until 
the lower angle of the wound is reached, when it 
is brought out through the aponeurosis to the 
left of the wound. Silkworm gut sutures about 
one-half to three-quarters of an inch apart are 
now introduced, and each suture secured with a 
hemostat on either end. When the proper num- 
ber of silkworm gut sutures are introduced, the 
catgut suture with which we closed the perito- 
neum is now utilized to close the edges of the apo- 
neurosis and tied at the upper angle of the wound, 
thus uniting the peritoneum and aponeurosis, 
and burying but a single knot. The silkworm 
gut sutures are tied, and any intervening gaping 
surfaces united with plain catgut sutures. The 
silkworm-gut sutures are left long and their 
ends buried in the dressing. They thus serve 
to drain away fluid from the wound, and are more 
easily removed. The entire uterus was removed 
with the growth, as is my usual course. 

When a patient has given birth to children the 
cervix may be so injured or diseased as to make its 
retention a menace. In 66 cases during the past 
year in which specimens have been subjected to 
careful macroscopic and microscopic investiga- 
tion one was sarcomatous, and one had carcinoma 
of the fundus. I have seen carcinoma of the 
cervix complicating myomata of the body, and 
have known of several instances in which it was 
necessary after subtotal hysterectomy to remove 
the cervix at a later date. The complete opera- 
tion requires scarcely more time than the sub- 
total, and when the structures are properly 
united makes but little difference in the mainte- 
nance of the vagina. This specimen, which evi- 
dently contains all varieties of the myoma, will be 
subjected to careful investigation. 

The majority of myomata are multiple. In 
some instances fifty or more will be found in 
the one uterus. In the cases we have studied 
45 out of 66 were multiple, while 8 interstitial 
and g submucous growths were single, and 2 
had become parasitic. The interstitial and the 
submucous which encroach on the uterine cavity 
are productive of hemorrhage, and the latter 
symptom is not dependent on the size of the 
growth. Growths no larger than a filbert will be 
the cause of hemorrhage more profuse than that 
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which occurs from more extensive growths. The 
subperitoneal growths generally remain unnoticed 
until they cause pressure symptoms. Not in- 
frequently the first indication of the existence of 
such a growth will betheinability of the patient to 
evacuate the bladder. Myomatous growths are 
generally readily recognized by their firmness, 
irregular confirmation of the uterus containing 
them, and the symptoms such as hemorrhage, 
discharge, and pressure according to the situation 
of the growth. 

Alterations and interferences with the nutrition 
of myomatous growths may lead to such distor- 
tion of the symptomatology as to render the 
diagnosis uncertain and difficult. Torsion of the 
pedicle or of the uterus, in some cases, may cause 
such an edematous condition of the tumor as to 
lead to the belief that it is a cystic growth. In 
submucous growths which are partially extruded 
from the cervix, the construction of the latter 
produces strangulation and superficial ulceration 
or caries in which the hemorrhage and foul odor 
convince both physician and laity that the con- 
dition is malignant. Not infrequently either a 
submucous or subperitoneal growth may be so 
rapidly separated from the uterus as to become 
necrotic. The submucous growth is discharged 
either in mass or in shreds. The growth, whether 
in extensive or superficial necrosis, is readily 
distinguished from cancer by the absence of in- 
filtration in the adjacent structures, by the 
macroscopic appearance of the disintegrating 
tissues and the size of the uterus. When the 
growth has been extruded from the cervix its 
distinct pedicle defines its character. 

Intrauterine growths may require dilation and 
digital exploration of the uterus to make their 
diagnosis certain. Intra-abdominal tumors de- 
prived of nutrition awaken peritonitis, whose 
severity will depend upon the degree of alteration. 
In some, adhesions result which provide nutrition, 
the tumor separates from the uterus and becomes 
a parasite. 

The baneful influence of myomata is not con- 
fined to their destructive influence on the uterus, 
for they are prone to produce alterations in the 
surrounding structures, or at least by their 
irritation render them more susceptible to in- 
fections and degenerative processes. In the 
analyses of the cases referred to, 20 presented 
marked and distinct alterations in the ovaries. 
Theses changes comprised ovarian hemotomata, 
cysts, suppurations and sclerosis. I have fre- 
quently found the ovary a mere shell filled with 
blood which had been retained so long that it was 
full of hematin crystals. In thirteen, the tubes 
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were the seat of inflammation which led to ob- 
struction, and varying degrees and character of 
accumulation. The contents may be serous, 
sanguineous or purulent. The entire tumor or 
uterus may be enveloped in adhesions, rendering 
the operation of removal exceedingly difficult. 
Occasionally the presence of the growth is asso- 
ciated with malignant degeneration in the cervix 
or body. One case each of sarcoma and car- 
cinoma were found in our 66 cases. When 
it is realized that malignant growths result 
from prolonged irritation, it is surprising that 
such degeneration does not more frequently 
occur. 

Myomata rather promotes sterility. The fre- 
quent occurrence of tubal and ovarian complica- 
tions with the disturbed circulation in the endo- 
metrium could not do otherwise than limit con- 
ception. Pregnancy does, however, sometimes 
occur, indeed more frequently than the one case 
in our series would indicate. The complication 
of pregnancy is not free from danger either in the 
course of gestation or at its termination. The 
growth may obstruct delivery, render uterine 
contractions irregular or ineffective, and favor 
the development of sepsis or infection from bruis- 
ing, disabled circulation, or from the contractions 
and rapid involution of the uterus. The rapid 
growth of the tumor during pregnancy may 
endanger the life of both mother and foetus, and 
necessitate a radical operation in behalf of the 
former. The apparently less serious degenera- 
tion, such as calcification, myxoma, and edema, 
not infrequently produce serious constitutional 
conditions from the toxic effects of the products 
formed and disseminated. 

The entire treatment formerly consisted in 
the administration of ergot with a view first to 
decrease the amount of blood sent into the tumor, 
and thus to arrest growth and decrease hemor- 
rhage, and second to accelerate the pedunculation 
of the tumor by promoting muscular contractions. 
However, the extrusion of the tumor was some- 
times so rapid as to seriously affect its circulation, 
which accident was less grave in the submucous 
than in the subperitoneal, for in the former the 
tumor could be expelled through the vagina 
when completely separated, while in the latter 
it at once became the cause for grave inflammation 
unless early exploration of the abdomen and 
removal of the growth were practiced. The 
character of the operative treatment will depend 
upon whether the growths are multiple or single, 
and the extent to which the structure of the 
uterus is involved. Single submucous myomata, 
unless so large as to have produced marked de- 
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struction of the uterus, should be enucleated, 
preferably per vaginam. 

Enucleation of myomata is a method of treat- 
ment which naturally appeals to both patient and 
physician, especially when the growths occur 
some years before the normal climacteric. Women 
have borne children subsequently, but the injury 
and weakening of the walls incident to the removal 
of a number of growths may endanger rupture in 
a later parturition. A patient from whom I had 
enucleated a number of growths died from uterine 
rupture in her second labor following the opera- 
tion. Although I have enucleated myomata 
from more than thirty women I have seen none 
in whom there has not been a recurrence of the 
growths, and in some to so extensive a degree 
that the patients had to undergo hysterectomy. 

Shall a patient with uterine fibroids be advised 
to undergo operation? Where the growths are 
causing hemorrhage or serious pressure symp- 
toms the wisdom of operative procedure should 
be unquestioned. In other cases the possibili- 
ties of degenerations in the growth, the increased 
susceptibility to infections and other complica- 
tions in the tubes, ovaries and peritoneum, and 
the tendency to malignant degenerations make 
the advice to undergo radical removal both proper 
and wise. 

The many complications and degenerations to 
which myomata are subject enable the physician 
to truthfully assert that the sufferer will run 
greater risk in carrying the tumor than she will 
from its removal. 

Shall the removal of the ovaries be practiced 
when the uterus is removed? Certainly not, 
when part or the whole of a healthy organ can 
be retained. The retention of the ovary with 
its secretions lessens the severity of the artificial 
climacteric. It is true that in a small propor- 
tion the ovary retained will undergo cystic de- 
generation and become the seat of an ovarian 
tumor. Even in such cases the absence of the 
marked vaso-motor disturbances will compen- 
sate for a possible later operation. 

The surgeon who essays the operation of hys- 
terectomy owes to his own reputation and to the 
patient who entrusts her life to him: 

1. That he shall have such knowledge of the 
various manifestations of these growths, secured 
either from his own observations or from a study 
of the experience of others, as will enable him to 
at once vary his plan of procedure according to 
the exigencies of the case before him. In the 
majority of cases, myomatous uteri may be turned 
out and removed in the manner you have seen. 
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The vagina may first be opened, as in the Doyen 
procedure, separated from the cervix and as the 
latter is drawn on, the uterine vessels are seized 
and cut. With the pushing back of the bladder 
and the ureters, there remains only the compres- 
sion and section of the upper part of the broad 
ligaments to remove the uterus and growth. 
This prodecure is especially valuable when the 
broad ligaments are occupied by intraligamentary 
growths. These are easily rolled out where they 
possibly have lifted up and displaced the ureters 
which would be endangered by the ordinary 
course. Occasionally the uterus will be so fixed 
in the pelvis by adhesions or the situation of the 
growths as to render either the posterior or lateral 
course impracticable. In some the bladder may 
be pushed down, the uterine arteries secured, and 
the vagina opened and separated anteriorily, 
then drawn out, securing the ovarian arteries 
last. At times the best course will be to split the 
uterus, removing first one and then the other 
lateral half. 

2. Such an accurate knowledge of anatomy 
and its possible distortions by the growth as 
will enable him to avoid injury to the bladder, 
intestines and ureters, and also to secure vessels 
before or immediately after they are cut so that 
a minimum quantity of blood will be lost during, 
and insured against subsequent to, the operation. 
I think it better to control hemorrhage by com- 
pression forceps until the tumor has been re- 
moved when the exposure admits of the more 
ready ligation of the vessels. The larger the 
tumor, the more easily is this accomplished. No 
chances for after-hemorrhage should be taken. 
The amount of blood lost during and following 
the operation will exert a marked influence 
on the subsequent convalescence. The greater 
the loss, the less the resistance to possible in- 
fection. 

3. The preparations for the operation should 
have been so well arranged, and the assistants 
so well drilled that every detail of the procedure 
will proceed in clock-work order. Like the 
scientific mechanic, every motion should have its 
purpose, and no time should be lost in waiting 
for instruments, ligatures or sutures. 

The operation done before you, although not 
uncomplicated, was accomplished from start to 
finish in twenty minutes, not because we hurried, 
but because it was our purpose to make each 
movement mean something. Extensive experi- 
ence, careful work, and well-considered action 
form the tripod on which depends the greatest 
success. 
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TREATMENT 


By PHILIP F. ROGERS, M. D., MitwavuKEE, WISCONSIN 


N November 21, 1910, Mr. F. A. G., a 
merchant, aged 45, thoughtlessly looked 
over the top of the gate guarding the en- 

trance to the elevator shaft which passes up 
through his ware-room. The elevator, just then 
descending, caught him about midway between 
the occiput and the vertex, and, his mouth being 
open, the superior maxillary arch was jammed 
squarely down upon the top of the gate, leaving 
a perfect print of the arch where the teeth bit 
into the solid oak. 

Fortunately the elevator boy, happening to 
glance down the shaft, took in the situation an 
instant before the contact, and applied the brake 
just in time to avoid crushing the man’s skull. 
A descent of an inch or two more would certainly 
have finished him. As it was, the scalp for a 
width of five or six inches was scraped off the 
vertex forward to the superciliary ridge, and in 
the median line the skull was planed bare. The 
lower lip was somewhat lacerated by the teeth, 
but not a tooth of either upper or lower jaw was 
broken or even loosened, and yet the superior 
maxilla was completely severed from all its bony 
attachments in a plane just above the nasal floor, 
and dropped down into the buccal cavity like 
an ill-fitting plate, making articulation difficult. 

The patient was hurried to the hospital and 
anesthetized, and the scalp sutured back into 
place after cleansing and haemostasis. Drainage 
was provided by two or three strips of folded 
gutta percha tissue. 

The maxilla presented a problem. My first 
thought was to use the lower jaw as a splint and 
by bandaging it firmly to the vertex, hold the 
superior maxilla in place till it should unite with 
its broken supports. Liquid diet could be given 
either through a catheter passed through the 
nose into the cesophagus or through the gap 
left by extracting a tooth. 

This plan, however, was not adopted, and very 
fortunately, for while coming out of the anes- 


thetic, the patient vomited a large quantity of 
clotted blood, and had his jaws been tightly 
bandaged together it is more than likely he would 
have strangled before they could have been 
released. This occurrence suggested to me the 
great danger that lies in bandaging or wiring the 
jaws together while the patient is under an 
anesthetic. It should never be done. 

I finally resorted «o a procedure suggested by a 
colleague who happened into the operating room 
at this time, and to whom I demonstrated the 
condition with which I had to deal. This con- 
sisted in making a very small vertical incision 
over the front end of the zygomatic arch, down 
to the bone. A long, spear-shaped needle with an 
eye near its point was then thrust down to the 
inner side of the zygoma, emerging close alongside 
the upper third molar. One end of a fairly heavy 
aluminum-bronze wire which had been previously 
looped and twisted tight about the neck of the 
tooth was threaded into the eye, bent sharply 
upon itself and the spear withdrawn. 

The latter being disengaged was again inserted 
through the small incision and forced down 
outside the zygoma, emerging at exactly the same 
point, and the other end of the wire was similarly 
threaded and drawn out. This operation being 
duplicated on the other side, the two sets of 
wires were pulled firmly upward until taut, and 
were then twisted tightly over the zygoma, the 
ends being allowed to protrude through the skin. 
This brought the maxilla firmly up against its 
broken supports and allowed perfect occlusion of 
the teeth. A small collodion dressing was applied 
on each side. The wires gave very little discom- 
fort, and the patient had a rehearsal with his glee 
club quartet before they were removed, three or 
four weeks later. In removing them, a brief 
anesthetic was given, the wires were cut inside 
the mouth and pulled out by the projecting ends, 
and the loops were slipped off over the teeth. The 
result was perfect. 








TRANSACTIONS OF SOCIETIES 


THE CLINICAL CONGRESS OF SURGEONS OF NORTH AMERICA AND 
THE PHILADELPHIA COUNTY MEDICAL SOCIETY 


HELD WEDNESDAY, NOVEMBER 8, 1911, WANAMAKER BUILDING, PHILADELPHIA. 


Dr. C. B. LoNGE- 


NECKER, PRESIDENT OF THE PHILADELPHIA County’ MEDICAL SOCIETY, IN THE CHAIR 


Address of welcome by Rev. J. K. Dixon of 
the Wanamaker store. 

Rev. J. K. Dixon: Mr. President, members of 
the Philadelphia County Medical Society and 
honored Guests: The most majestic picture that 
hangs in space is the spectacle of this round old 
world of ours, filled with a race that is sweeping 
across her meadows and her mountains. Man, 
who conquers and subdues and reverses the laws 
and orders of Nature; man, who delves into the 
bowels of the earth for her treasure, is hindered 
in every step of his progress by disease and death. 
The next most inspiring picture in the world is 
the army of men and women who lift availing 
hands against the hurt of pain and seek to probe 
the body for the secret of her destruction. All 
hail, then, to surgery and materia medica; all 
hail to the men who can bear such a task and 
conquer such an end. The vision is sublime to 
the point of worship. The vastness and glory 
of your mission are attested by the fact that it is 
your work to shut the gates of death in the very 
face of death, and say to the statesman, ‘‘Go on 
with your empire building”; say to the astron- 
omer, “Hail some new star”; say to the philos- 
opher, “Give us some new objective of life’; 
say to the inventor, “Unfold with your genius 
something that will transfigure drudgery”; say 
to the scientist, ‘‘Glorify the age in which we live 
by flashing some new light upon the pathway of 
men.” It is for you to bid the marching host 
go on to victory. The purpose of your work is 
therefore not alone amelioration, but a distinct 
and mighty contribution to the welfare and 
progress of the race. No set of men have within 
their reach such a moral and physical leverage 
upon the race. Since the days of Harvey and 
Jenner and Lister your progress has been so 
great that you have pretty nearly struck the 
entire octave in the scale of ailments and learned 
how to master them. Your life—mark you, I do 
not say your business; that word has no place 


in the vocabulary of men who are commissioned 
by their power and opportunity to help men — 
your life, then, is now involved in the science of 
manhood, and against degeneracy and decay. 
Yesterday you were to heal. To-day you are 
to prevent. Manhood is a scarce commodity. 
You are now with your experience and conquests 
to build men. You have the molding and shap- 
ing of a new race. Heretofore we have raised 
cattle for show and horses for speed, and men 
and women for jails and asylums. Let me lay 
upon you the supreme thought that it is your 
mission to help stricken men and women to 
regain physical and mental poise, remembering 
that your influence will live after you, for there 
is no shore-line to a good deed. 

Upon behalf of Mr. Wanamaker, who offers 
you the hospitality of this place as a true man to 
true men, I bid you welcome, and urge that you 
go on to larger achievements. 

Dr. C. B. LONGENECKER, President Philadel- 
phia County Medical Society: The Philadelphia 
County Medical Society is particularly honored 
in having as its guests the Clinical Congress of 
Surgeons of North America. The Society bids 
you hearty welcome, and hopes that you will find 
sufficient in Philadelphia to interest you, so that 
you will return to our city again. 

In particular, we have with us to-night sur- 
geons of international reputation who scarcely 
need an introduction to this assembly, Drs. 
Richardson, Binnie, and Brewer, who will in 
their papers discuss the surgery of the upper 
abdomen. 


SYMPOSIUM ON SURGERY OF THE UPPER ABDOMEN. 
Dr. Maurice H. RIcHArpson, of Boston, read 
a paper on “Surgery of the Pancreas,” which 
appears in this issue. (See p. 426.) 
Dr. Joun B. DEAVER: Mr. President of the 
Philadelphia County Medical Society, Dr. Ochsner, 
President of the Clinical Congress of Surgeons of 
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North America, ladies and gentlemen: To me it 
is a very great pleasure to discuss the paper of 
one of the pioneers of abdominal surgery. My 
discussion will be along the line which Dr. 
Richardson has so clearly laid out. Acute 
pancreatitis is usually a sequence of disease of the 
biliary apparatus. Therefore it may be well to 
say a word or two relative to the anatomy. We 
must not lose sight of the fact that the common 
bile duct is at the head of the pancreas. In 
about one in ten the common bile duct opens 
into the duodenum. In a little more than ten a 
small calculus may divert the bile into the 
pancreatic duct. 

Fitz divides acute pancreatitis into three 
groups. Fat necrosis in pancreatitis is a patho- 
logical condition. 

I as well as others have seen patients die of 
hemorrhage in a few hours. It is not hem- 
orrhage that causes the shock, but the toxemia. 
Acute pancreatitis is more frequent in men. 

I take exception to opening the peritoneal 
cavity. 

Pleural effusion is also a complication of acute 
pancreatitis. You invariably find a collection in 
the left pleural cavity. I have seen such cases 
diagnosed as pleurisy and aspiration has shown 
a bloody fluid. Later with operation the patients 
recover. I am against immediate operation in 
acute peritonitis. Operation through the abdo- 
minal cavity is an operation that, in a large 
majority of instances, is fatal. 

Dr. Richardson has dwelt upon the symptoms 
of pancreatitis. I agree with him that diagnosis 
is difficult. We must confine ourselves partic- 
ularly to the upper abdomen. 

I believe in the laboratory methods, but you 
might sit by your patient all night and count the 
blood, but little does it profit the patient. What 
is needed is common sense; the experience that 
comes through our work gives us more light upon 
the case than the laboratory. The physical 
examination of the patient is most important. 
No healthy man should have indigestion. He 
has a diseased appendix, gall-bladder or pancreas, 
and he wants to frequent the office of the surgeon. 
With this condition we have the history of pain 
after eating. Pain with rigidity is characteristic. 
You do not want to count that man’s blood. 
You want to give him the surgeon’s scalpel at 
the earliest possible moment. 

The treatment of acute pancreatitis is dependent 
upon anatomic and physiologic rest. The patient 
should be kept absolutely quiet. He should be 
lavaged frequently because these cases are vomit- 
ing constantly; if not, they are hiccoughing, 
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which is just as bad. Apply the stomach tube 
and give no medicine. Put ice to the abdomen, 
and in the majority of cases the patient will 
pass over the fatal stage and be in a condition 
for operation. I remember one case seen with 
Drs. Fitz and Musser. After Dr. Fitz had spent 
half an hour in taking notes and made a diagnosis 
of acute pancreatitis he said, ‘I am now ready to 
see the patient.”” On seeing the patient he said, 
“T am sure this is a case of acute pancreatitis. 
This shows the value of the history and of the 
blood count.’”’ He advised operation at once. 
I thought I was the surgeon and I did not operate 
at once, but kept him on ice,—andc he didn’t 
remain on ice,—and operated later, with recov- 
ery. 

Personally I have had a number of these cases 
recover. I have also seen cases opened afterward 
and found the pancreas perfectly normal. 

I agree with Dr. Richardson that the dif- 
ferential diagnosis is very difficult. I have on 
one or more occasions diagnosed the condition 
as stone in the common duct and upon operation 
found the condition in the head of the pancreas. 
Therefore, I claim we must open the abdomen. 

We have also the intralobular pancreatitis, not 
the result of infection or gall-stone disease. We 
have also a variety, the result of the contents of 
the duodenum passing into the pancreatic duct. 
The intralobular variety is amenable to treat- 
ment if not too far advanced. I believe that 
many cases of hepatic cirrhosis, if operated upon 
promptly instead of being medicated, would 
yield to treatment. The only way to operate 
for pancreatitis is to operate before you have 
pancreatitis. The only way to cure cancer is to 
operate at the very first appearance of a little 
nodule. 

Dr. Ricnuarpson: I have nothing to add, 
except to express my appreciation of the atten- 
tion that my paper received and of the splendid 
discussion which Dr. Deaver gave it. I shall 
feel renewed interest in the subject, and do my 
best to learn something more about it. 

Dr. J. F. Binnie, of Kansas City, Missouri, 
read a paper on “Surgical Pathology of the 
Stomach and Duodenum,” which appears in 
this issue. (See p. 446.) 

Dr. WiL11AM L. RopMAN: I am sure that every 
one present enjoyed and fully appreciates the 
very interesting and scientific paper of Dr. 
Binnie. We think of him as the busy surgeon 
and successful author, and he has shown us to- 
night that he is, as well, thoroughly acquainted 
with experimental work and laboratory findings. 

So far as the etiology of ulcer is concerned, I 
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am entirely in accord with the essayist, and his 
very thoughtful paper has only emphasized in 
my own mind views that have been entertained 
for many years and were expressed in papers 
read before both the American Surgical and 
American Medical Associations more than eleven 
years ago. 

The same is practically true of postoperative 
hematemesis which was treated of in the so-called 
oration in surgery before the American Medical 
Association, in 1900. A careful review of all 
published cases at that time convinced me that 
this unusual, indeed extremely rare, complication 
does not necessarily follow operations on the 
stomach or even other abdominal organs. I 
demonstrated, I think, by operations on dogs 
that the theory of Von Eiselsberg and Mayo- 
Robson that it was due to traumatism of the 
omentum, was untenable, for it did not follow 
in any of the cases of intentional and severe 
trauma to stomach, omentum, spleen, pancreas 
and intestines, and it did occur after extra-abdo- 
minal operations on the human subject. The 
histories and progress of all of the cases reported 
to me by the fifty members of the American 
Surgical Association and others communicated 
with at that time convinced me that post- 


operative hematemesis occurring too late to be ° 


explicable upon the ground of secondary or 
accidental hemorrhage can best be explained on 
the theory of sepsis or toxemia. In short, the 
blood is disintergrated, and leakage, without 
visible lesion, occurs. 

Whether this poisoning of the blood is due to 
sepsis in the ordinary sense of the term as it is 
generally employed, or to the surcharge of the 
blood with effete or poisonous products absorbed 
from the sewerage districts of the body, is the 
difference between tweedledum and tweedledee. 
The very fact mentioned by the essayist, and it 
is indisputable, that duodenal ulceration follow- 
ing severe burns occurred much more frequently 
during the pre-Listerian period than at present, 
is most suggestive and indicates pyogenic infec- 
tion to be the more probable cause in some cases 
at least. 

Undoubtedly the most important statement 
in Dr. Binnie’s paper is that ulcer frequently 
undergoes malignant change, indeed, so fre- 
quently that seventy per cent of cancers of the 
stomach are preceded by ulcer. It is my own 
belief that a larger per cent are preceded by ulcer, 
and I am fortified in my position by Mayo, 
Moynihan, Ssapeshka, and others who have 
presented carefully analyzed series. Especially 
is the present attitude of one of them, Mr. 
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Moynihan, most suggestive, inasmuch as he 
wholly disagreed with me nine years ago when 
I first met him in Leeds, and a year later, when 
he visited America at my invitation and was my 
personal guest. Ssapeshka found that of one 
hundred gastric carcinomas only ten did not show 
demonstrable and palpable evidence of having 
originated on the base of a peptic ulcer. Doyen 
and many others believe that ali cancers of the 
stomach begin as simple ulcers. 

Ever and never are words which I do not 
think it safe to employ, but I am willing to go so 
far as to say that nearly all carcinomata originate 
in ulcers and, moreover, that practically all that 
I have removed or explored impressed me as 
having done so. So much was I impressed with 
this view, even as far back as 1900, that I sug- 
gested pylorectomy or excision of the ulcer- 
bearing area when ulcers were situated at or near 
the pyloric end of the stomach, as they are in 
eighty per cent of all cases, or excision or partial 
gastrectomy if located elsewhere, as the most 
rational and logical procedure. The view then 
expressed was at once accepted and put into 
practice by a few, notably the Mayos, Binnie, and 
Roswell Park of America, and Mayo-Robson of 
England, and is today the opinion of a majority 
of surgical thinkers and pathologists throughout 
the world. Not only is the more radical pro- 
cedure called for on account of the danger of 
malignant change, but for other potentialities 
scarcely less important, to-wit: perforation, 
hemorrhage, hour-glass contraction, subphrenic 
abscess, pyloric stricture, and disabling adhesions 
to other important organs. 

Gastrojejunostomy is purely a palliative pro- 
cedure inasmuch as it leaves the pathologic 
lesion with all of its potentialities behind, and is, 
moreover, nearly as dangerous as the ideal 
procedure. 

Lastly, I quite agree with Dr. Binnie in his 
explanation as to why cancer of the stomach is 
so common and cancer of the duodenum so rare. 
But in admitting the relative infrequency of 
primary carcinoma of the duodenum when com- 
pared to the stomach, an organ which accounts 
for 35 per cent of all carcinomata in the human 
subject, may we not go too far and assume that 
it is less frequent than it really is? It is only a 
very few years since we all thought duodenal 
ulcer a very rare disease when contrasted with 
gastric ulcer and now we all admit that it is 
quite as common, perhaps more so, just as every 
one believed gastric ulcer to be an affection to 
which. young females were prone and men 
almost exempt. Now we know that all are about 
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on a parity, but if there be a difference the male 
is more obnoxious and the middle aged and old 
are more liable than the very young. 

Duodenal ulcers are, in 95 per cent of all cases, 
located within 114 inches from the pylorus. 
Therefore an ulcer beginning as strictly duodenal 
and relatively free from the danger of carcino- 
matous change may soon involve, by extension, 
the pylorus, which is the most dangerous zone, 
and then become cancerous. This is what 
actually happened five times in William Mayo’s 
clinic. Furthermore, he saw four undoubted 
instances of primary carcinoma of the duodenum, 
or in all, nine cases of cancer developing on the 
base of a duodenal! ulcer. Moynihan has seen 
two cases that cannot be questioned. He 
quotes Perry and Shaw as reporting five cases of 
“simple ulcers becoming malignant.” I have 
seen one case of carcinoma certainly, and perhaps 
others, which began as duodenal rather than 
gastric ulcers. So certain am I of this that I 
have previously insisted upon and now would 
emphasize even more strongly that a radical 
treatment of the lesion in duodenal ulcer is just 
as much called for as it is in gastric ulcer, for 
while malignant disease is to be less feared, 
subsequent perforation, hemorrhage, subphrenic 
abscess, hour-glass duodenum, adhesions, etc., 
are even more likely to occur. 

One has only to review the literature to see 
how many cases have been lost from hemorrhage 
alone after apparently successful gastroenteros- 
tomies. More will be lost through perforation 
and subphrenic abscess. 

Robson, in 22 personal cases, where he did 
gastroenterostomy in interval of hemorrhage, 
lost one patient on the eighteenth day and one 
two and one-half months after operation. Mont- 
profit lost one case on the eighteenth day from 
hemorrhage (there was hemorrhage before the 
operation), and one two and one-half years 
after operation. Hofmann, of 37 gastroenteros- 
tomies, lost one on the twenty-ninth day after 
repeated hemorrhages. In Warneck’s statistics 
of 398 cases there were 15 recurrences of severe 
hemorrhage, of which 5 were fatal. Donati, in 
217 gastroenterostomies, found 11 recurrences 
of hemorrhage. v. Eiselsberg lost three cases, 
and Korte two. Fatal cases have also been 
reported by Kocher, Czerny, Mayo, Deaver, 
Moullin, Connell, Rydygier, Tuffier, Kroénlein, 
Hartmann, Kiimmell and many others. 

I have encountered and could give the 
records of scores of fatal cases, reported by 
surgeons from all over the world, where death 
resulted either from perforation or hemorrhage, 
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varying from one to five years after an appar- 
ently successful and satisfactory gastroenteros- 
tomy. 

Infolding or other local treatment of duodenal 
ulcer seems to me unsafe for the following rea- 
sons: In the first place duodenal ulcers are so 
frequently multiple that one or more may be 
overlooked. Moynihan has encountered nine 
scars within 114 inches of the pylorus and says 
that he has often seen three, four, and five 
ulcers. What assurance can one have that 
gastroenterostomy, with or without local treat- 
ment short of removal, will prevent future per- 
forations, hemorrhage, or other unfortunate 
changes in some one of the ulcers or cicatrices? 
Secondly, may not the very attempt made to 
strengthen a weak spot actually make it weaker 
and hasten perforation? Mayo-Robson reported 
such a result from the use of carbolic acid and I 
confess to a similar experience. There are 
doubtless many such if they were only reported. 
Thirdly, removal of the first portion of the 
duodenum, (ulcers are nearly always situated 
here and are readily seen because they usually 
are on the anterior wall) is easily accomplished 
and will give better functional results than 
gastroenterostomy inasmuch as the latter is 
oftentimes followed by regurgitant vomiting 
when there is a patent pylorus. 

Furthermore, a closed pylorus not only pre- 
vents vomiting, but makes subsequent contrac- 
tion of the anastomosis impossible. 

Lastly, the common duct enters the duodenum 
four inches below the pylorus and will not in the 
least be endangered by excising that portion of 
the gut diseased. 

In conclusion, I expect to see the same tran- 
sitional change from palliative to radical treat- 
ment in duodenal ulcers that we have seen in 
ulcers of the stomach. , 

Dr. GEORGE EMERSON BREWER, of New York 


City, read a paper on “Surgery of the Biliary 
Passages,” which appears in this issue. (See 
P. 433- 


Rospert G. LE Contre: I cannot do better 
than follow the lead of the distinguished surgeon 
who has just spoken, and relate to you some of 
our disappointments in diagnosis in gall-bladder 
surgery at the Pennsylvania Hospital, for as 
Dr. Maurice Richardson aptly said here a decade 
ago, “‘The surgeon who claims he does not make 
errors either does not do surgery, or else he is 
untruthful.” 

Our mistakes divide themselves into perhaps 
three groups: (1) Those in which nothing abnor- 
mal could be found at the time of the operation. 
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(2) Those in which there was disease in the neigh- 
borhood of the gall-bladder, but the gall-bladder 
and ducts were not involved. (3) A group of 
cases where the involvement was far removed 
from the gall-bladder. 

Under the first heading I will briefly report 
two cases of different types. A girl of 17 stated 
that for the past ten months she had had sharp 
attacks of pain in the upper abdomen. These 
attacks were intermittent, coming on usually 
at night, did not always vomit, but jaundice was 
present with each attack. For the past three 
months the pain has been more or less continuous 
in the upper abdomen, radiating through to the 
back. Examination showed the patient decidedly 
jaundiced, with rigidity and tenderness over the 
gall-bladder region, but no palpable mass. The 
lower abdomen was flaccid. 

Operation. Normal gall-bladder, ducts, pan- 
creas, stomach, and apparently normal appendix, 
which was removed. Patient was seen at the 
end of six months and had been entirely relieved 
of her previous symptoms. 

A woman, aged 62, came to the hospital in 
May, 1908, with a rather typical gall-stone 
history. At the operation we found the gall- 
bladder, ducts, pancreas, stomach and appendix 
absolutely normal. She returned again to the 
hospital in August, 1910, stating that the previous 
operation had given her relief for two months 
only. The upper right quadrant was rigid and 
tender, with a palpable mass about the size of 
an orange. The patient was anesthetized for 
a further examination, which proved entirely 
negative and no mass was then palpable. We 
led her to believe that an operation had been 
performed under the anesthetization, and we 
kept a dressing over the abdomen for two weeks, 
and all symptoms disappeared while she was in 
the a She returned again in March, 
1g11, complaining of the same old pain. This 
time there was no tumor, no tenderness or rigidity 
over the gall-bladder. She was blistered and 
went out again apparently relieved. This case 
probably illustrates one of those types of hyster- 
ical women to whom the hospital life strongly 
appeals, as we heard that she had made the 
rounds also of other institutions. 

Under the second heading, a boy of 16 pre- 
sented himself with a distended abdomen, which 
was rigid and tender throughout, especially in 
the right hypochondrium, and a history that ten 
days previously he had had an attack of sudden 
abdominal pain which was at first generalized, 
then localized to the umbilicus and the region 
immediately above it. Vomiting came on five 
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days later. The temperature was 102°, and the 
right lobe of the liver extended to the level of the 
umbilicus. At operation the lower margin of 
the right lobe of the liver reached almost to the 
crest of the ileum; the liver was congested, the 
omentum rolled up upon it; the ascending and 
transverse colon were adherent to the liver and 
covered with flakes of fibrin. On breaking up 
these adhesions the gall-bladder, ducts, pancreas 
ard stomach were found normal and an appar- 
ently normal appendix was removed. The 
patient made a good recovery, but the cause of 
the local peritonitis was never explained. 

A woman of 29 gave a history that a month 
previously she had had an attack of epigastric 
pain, which radiated to the left shoulder, with 
tenderness over the gall-bladder region. This 
was coincident with her menstrual period. Five 
days before admission to the hospital she had 
a similar attack. Jaundice was present and 
vomiting constant. Urine highly colored with 
bile, no chills or fever, bowel movements con- 
stipated, and pale in color. There was marked 
rigidity of the upper right rectus but no tender- 
ness over the gall-bladder and no palpable mass; 
temperature 102°, pulse 96, respiration 28, 
leucocytes 13,000. At operation the gall-bladder 
was found distended and filled with pearly fluid. 
A large tumor was felt pressing upon the common 
duct but its exact location was undertermined. 
This mass was entered through the common duct, 
and quantities of hard, black, granular material 
mixed with blood were removed. The patho- 
logical report showed this material to consist of 
inspissated bile and fragments from the wall of 
an echinococcus cyst. The common duct and 
gall-bladder were drained and the recovery was 
uneventful. Diagnosis: Echinococcus cyst of 
of the liver, causing obstruction of common duct 
by pressure. 

An Italian girl of 22 complained for several 
months of a painful tumor in the region of the 
gall-bladder. The tumor was easily palpable, 
about the size of a goose egg, and moderately 
movable. ‘There was slight fever and an increase 
in the leukocyte count. At operation the gall- 
bladder was found normal, but on the adjacent 
surface of the liver, the so-called lobe of Riedal, 
there was a sharply circumscribed, hard, gray 
tumor the size of a large egg. A portion of the 
growth was removed for microscopical examina- 
tion, and the wound closed. The laboratory 
reported the tumor to be a gumma of the liver. 
Under mixed treatment the tumor rapidly disap- 
peared, and she has continued in good health 
ever since. 
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The next case caused me and the family physi- 
cian very serious trouble, for two errors were 
made instead of one. A young man, aged 21, 
just out of college, had passed his summer on 
the Maine coast. The latter part of August he 
began to feel rather out of sorts, complained of 
his digestion and had occasional slight attacks 
of diarrhea. He began to lose weight and color, 
and was quite listless. The first week in Novem- 
ber, he consulted one of my medical colleagues. 
At this time he had lost twenty-five pounds in 
weight, hemoglobin was 76 per cent and there 
was considerable discomfort in the epigastrium. 
An examination showed the liver to be two inches 
below the costal margin, with decided rigidity 
of the upper half of the right rectus and tender- 
ness over the gall-bladder. Coughing and suc- 
cussion of the abdomen caused pain in the region 
of the gall-bladder, and his temperature varied 
from 100° to 1o1° in the evening, and the leu- 
kocytes were over 15,000. The next day the 
temperature was again 1o1°, the leukocytes 
18,000, the rigidity a little less, and a distinct 
mass was felt in the region of the gall-bladder. 
At operation the intestines were found tightly 
adherent to the under surface of the liver, and 
when separated the gall-bladder and ducts were 
normal. Immediately to the right of the notch 
there was a tumor of the liver the size of the palm 
of the hand, which was covered with dense, 
thick, fibrous tissue, in places dimpled like 
pigskin. The area involved was much lighter 
in color than the surrounding liver substance. 
It was dense and hard and extended deeply into 
the liver tissue. There was a strong resemblance 
in its appearance to the gumma in the previous 
case reported, although there was a great deal 
more fibrous tissue present. A portion was 
excised for microscopical examination and the 
wound drained on account of oozing from the 
intestinal surfaces. The microscopical report 
stated simply inflammatory tissue, and the 
pathologist would not commit himself on gumma. 
The physician in attendance concurred in my 
diagnosis of gumma, and the boy was given 
large doses of iodide. In a few days a furious 
diarrhce developed, and upon examination of the 
stools they were found filled with ameba. It 
was not difficult to explain to the family the 
first error, but very difficult to explain away the 
diagnosis of gumma. Under massive doses of 
ipecac recovery quickly ensued. My explana- 
tion of this inflammatory tumor of the liver is, 
that it was a beginning stage of liver abscess, 
which was perhaps held in check by the large 
doses of iodide and resolved without suppura- 
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tion by the ipecac. 
is excellent. 

Under the last heading I saw a patient on the 
tenth day of a relapse in typhoid fever. Great 
tenderness and some rigidity over the gall- 
bladder, and a small palpable tumor. He was 
in a profoundly septic condition, with daily 
chills and sweats in which the temperature would 
rise to 104° and 104%°, and drop again to nor- 
mal. With the palpable gall-bladder, localized 
tenderness in that region, and a septic condition, 
the diagnosis of empyema seemed assured. 
Operation, however, was postponed, as_ the 
patient’s condition seemed too grave to warrant 
interference. The next day the gall-bladder 
could not be palpated and the tenderness had 
moved to the mid-abdominal line. The rigor, 
temperature, and sweating were the same. Opera- 
tion was again postponed on account of the un- 
certainty of the diagnosis. On the third day the 
rigidity had entirely disappeared, and the 
tenderness was confined to the region of the 
ascending vena cava. There was slight edema 
of the feet. From this time on the patient 
began steadily to improve, the chills and sweats 
gradually disappeared and the temperature came 
down to normal. At the end of three weeks 
his convalescence was well established. I believe 
that he had a thrombus partially occluding 
the ascending vena cava, or at least an inflam- 
matory condition of this vein. We have had 
at the Pennsylvania Hospital two cases during 
typhoid fever presenting somewhat similar symp- 
toms, in which diagnosis of phlebitis of the cava 
was made, both of them terminating in recovery. 

Lastly, the error of a right basal pneumonia 
being mistaken for gall-bladder disease, when 
pain, rigidity and tenderness with jaundice are 
present as symptoms of the disease. We have 
made one error of this kind, but I am unable to 
find the notes of the case. Fortunately the 
patient recovered. 

In my early days as interne at the Pennsylvania 
Hospital more than twenty years ago, an Italian 
came to me who had been working on one of the 
railroads in New Jersey. He was sent up in a 
baggage car, and received in the ambulance with 
a scrap of paper pinned to his shirt front on which 
was written “abscess of the liver.” He was 
desperately ill, with high fever, deeply jaundiced 
and the liver a hand’s breadth below the costal 
margin, with exquisite tenderness over its 
palpable surface. The breath sounds were 
clear and the lung resonant over the anterior 
portion of the chest, and I felt that his condition 
at that time was too grave for a prolonged 


The patient’s health to-day 
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examination. My chief, the late Dr. James H. 
Hutchinson, on seeing the patient asked my 
diagnosis. I said “Abscess of the liver.” He 
asked me if I had examined the lung, and I 
answered ‘‘ Yes, and that resonance and breath 
sounds were good anteriorly.” He told me to 
roll the patient over and percuss the lungs 
posteriorly. There was marked dullness at the 
right base. Auscultation revealed tubular 
breathing which was very close to the ear. Dr. 
Hutchinson said, “‘ Now, what is your diagnosis?” 
I said ‘“‘Pneumonia.”” He asked me why I had 
made the diagnosis of abscess of the liver, and 
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I told him, “On account of the enlargement of 
the liver, its exquisite tenderness, the jaundice, 
and also because he had a piece of paper with the 
words written on his shirt.” Then he explained 
to me how in some cases of pneumonia of the 
right base, the symptoms were referred to the 
liver with jaundice, and that if I had been observ- 
ant enough to notice and compare the respir- 
atory rate of 44 with the pulse rate 110, I would 
probably not have made the error. The patient 
recovered, but I was reminded constantly of my 
mistake by Dr. Hutchinson’s daily inquiry after 
my case of abscess of the liver. 
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Dr. E. J. SENN read a paper entitled “ Report 
of Ninety-Three Cases of Circular Valve Gas- 
trostomy.” (See p. 472.) 


DISCUSSION 

Dr. A. E. HAtstEApD: I have used this method 
a number of times, and since employing it I have 
discarded other methods. I formerly did the 
Witzel operation, which was not entirely success- 
ful with me, as leakage frequently occurred. The 
Senn method has the advantage of being easily 
performed, and it is applicable to most every case. 
It is not possible to use the Witzel of Kahler 
method where the stomach is very much con- 
tracted. 

As to the Frank method, I have used it only 
once, and it was not successful in my hands. The 
patient died almost immediately after the opera- 
tion. It was not the fault of the method, how- 
ever, because the patient was not in a condition 
to stand any operation. I have one patient 
living, who was operated on three years ago by 
the Senn method for benign stricture. He is 
able to control the fistula with perfect ease. He 
is likewise able to take food through the cesophagus 
at intervals, but most of the time he is fed through 
the gastric fistula. 

The advantage of the Senn method is the 
rapidity with which one can do the operation. 
It has given, in my experience, a perfect valve- 
like opening. The method can be used in all 
cases, even in those where the stomach is greatly 
contracted. From my own experience and that 


of others, I believe it is by far the best method 
of doing gastrostomy. 

Dr. Wm. R. Cuspins: I would like to say a 
word or two in regard to Dr. McArthur’s opera- 
tion. I have performed it in three cases where 
there was a constriction low down, the constric- 
tion being three and one-half inches above the 
anus. In these cases by splitting the posterior 
wall of the vagina, freeing the gut and bringing 
it down, I was able to make a very nice anasto- 
mosis. The only trouble in the operation is that 
a rectovaginal fistula results. However, this 
can be closed at a later period with comparatively 
little difficulty. One case has lived seven years, 
another three years, one died of a generalized 
tuberculosis five months after the operation. In 
this latter case I made no attempt to close the 
fistula. 

I began to use the Senn gastrostomy first in 
teaching operative surgery, opening the cadaver 
because the stomach in cadavers is, as a rule, so 
contracted and rigid as to make other methods 
impossible. I also used the Kahler method in 
this work, but could not see any advantage in it. 

My first case was in a child with a stricture of 
the oesophagus caused by swallowing lye and was 
so complete that the saliva drooled out of the 
mouth. The stomach was very contracted up 
under the costal arch, but we had no difficulty 
in making a Senn gastrostomy. The child re- 
covered rapidly. There was never any leakage 
or irritation around the wound. In six months 
this child could take food normally, when the 
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opening was allowed to close, which it did spon- 
taneously. Eighteen months later the child died 
of pneumonia, and at the autopsy no evidence of 
a stricture in the cesophagus could be found and 
the stomach showed only a simple attachment to 
the anterior abdominal. 

Another case occurred in a woman seventy- 
six years of age, who had suffered a gradual 
narrowing of the cesophagus and was in very poor 
condition. We were able to make a gastrostomy 
opening by this method in a very short while 
with no apparent shock to the patient. She 
recovered rapidly and gained some flesh. She is 
living at the present time and feeding herself 
through this tube. At no time has there been 
an extravasation or leakage around the tube. 

Another case I have observed is that of a young 
man about seventeen years of age, with an ob- 
struction of the cesophagus, also due to the 
swallowing of lye. 

Another patient upon whom the operation was 
performed survived the operation and did fairly 
well considering the fact that the carcinoma of 
the cesophagus grew rapidly and terminated 
fatally at the end of six weeks. 

I think this is the most simple operation to 
perform, and the easiest operation as regards 
shock to the patient, the simplest to handle in 
after care and seems to answer the require- 
ments in every case. 


SYMPOSIUM ON COMPLICATIONS OF APPENDICITIS 

Dr. Jacosp FRANK read a paper entitled 
“Secondary Parotitis Complicating Appendici- 
tis.” (See p. 469.) 

Dr. WititAmM HEssert read a paper entitled 
“Complications of Appendicitis: Compiled Re- 
port from the Membership of the Chicago Sur- 
gical Society.”” (See p. 492.) 

DISCUSSION 

Dr. WILLIAM E. SCHROEDER: When we come 
to the consideration of appendicitis the subject 
is of such magnitude and importance that one 
can say very little in the brief period allotted 
him. In the first place, it is unfortunate that 
the word “complication” has been incorrectly 
used this evening. The complications which are 
due to appendicitis and the diseases which com- 
plicate appendicitis are very different. 

With reference to Dr. Frank’s collection of 
cases — and I do not wish to be understood as 
criticising him in the least — unquestionably paro- 
titis has nothing to do with appendicitis any 
more than a man should get a corneal ulcer who 
has appendicitis. The parotitis, I think, is 
purely incidental. 
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I have had within the last three months four 
cases; one an old man, with a perfectly clean 
hernia, of mild degree, recovered. Another suf- 
fered from infection of the parotid gland, inci- 
dental to cholelithiasis and although the infection 
was very severe he finally recovered. A third, 
had a small fibroma of the breast, and suffered 
from infection of the submammary salivary 
gland of chronic type; the gland was extirpated, 
sections were made of it, and it was found to be 
due to direct extension from the mouth through 
the duct. All of the other theories with regard 
to these complications should be discarded, as 
they are obsolete. I cannot see, for instance, how 
a patient can have an appendicitis or get his 
infection of the parotid gland from the appendix 
any more than a patient who has appendicitis 
should get pneumonia. It is a complicating 
disease, and not a complication of appendicitis. 

When we discuss the question of appendicitis 
and what it may do, it depends very largely upon 
where the appendix is located. 

Inasmuch as this is a sort of experience meeting, 
I am going to cite a few cases of more than or- 
dinary interest. 

Some years ago a young man came to me who 
had appendicitis. It was in the days when we 
were in the habit of waiting. Along about the 
tenth day he had a temperature of 105-6, which 
was atiended by a convulsion, and after several 
hours we took him to the hospital and operated 
on him. He had an abscess at the tip of the 
appendix which burrowed under through the 
iliac muscle, and evidently this caused his sudden 
rise in temperature. After removing all of the 
infectious material he ultimately recovered. 

There is another type of cases where the appen- 
dix lies behind the cecum and gets under the 
psoas muscle, with flexion of the leg, simulating 
in every detail infection of the hip, only the 
head rotates without pain, but cannot be ex- 
tended. These cases simulate very much acute 
suppurative osteomyelitis of the spinal column, 
of which I have had two cases. In both instances 
the patients had symptoms similar to those of 
appendicitis, excepting at the onset. There is 
an absence of abdominal rigidity in the osteo- 
myelitis cases; otherwise they are the same. The 
right leg comes up. The abdominal rigidity is 
absent early, but may come on later. In one case 
I waited two or three weeks, and finally discov- 
ered where the trouble was. That was the first 
case. 

The second one, seen a short time after the 
first one, made some difference in the recognition 
of the disease. If you get two cases close to- 
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gether, you can recognize the second one much 
more readily than the first; otherwise, it is not 
an easy matter to distinguish these cases. 

One case was reported to-night of invagination 
of the stump with hemorrhage. If I am not 
mistaken, Dr. Hessert was the first man who 
suggested ligating the appendix before it was in- 
vaginated because he had a hemorrhage. Is 
that right? 

Dr. HESSERT: Yes, sir, I did. 

Dr. SCHROEDER: Shortly after reading your 
article, Dr. Hessert, I had a case of hemorrhage 
which nearly proved fatal. The treatment was 
absent treatment. I did not do anything, but 
that was a mistake. When we discover a large 
quantity of blood in the stools, a second opera- 
tion for hemorrhage should follow without delay. 
The patient recovered. 

I used to turn the stump in without ligating it. 
The hemorrhage is due to a vessel in the wall 
which starts to bleed, and there is no way of con- 
trolling it, after you once turn in the stump, 
except to get at the bleeding point by again turn- 
ing it out. 

I had a case of hemorrhage from the deep 
epigastric artery, which was not fatal, because 
the hemorrhage occurred at time the vessel was 
punctured. It was very annoying, and promptly 
followed by extensive dissection of the tissue. It 
was hard to get the vessel; it took fifteen or twenty 
minutes to find the same and was a very annoy- 
ing accident. 

The other complications following appendici- 
tis are well described, such as extension of the 
disease. In this connection I recall the case of a 
boy, about twelve years of age, who had an 
abscess of the appendix, which was opened and 
drained, and the appendix removed. Then he 
got an abscess behind the colon, which was 
opened and drained, and two weeks later I opened 
another abscess which had formed behind the 
liver. Finally, by extension, it got into the 
pleural cavity, and he had an empyema and 
died. 

These complications are due to appendicitis, 
but there are many other complications which are 
serious, and among them knuckling of the gut. 
In other words, the patient has an ileus. Nothing 
is so dangerous or uncomfortable to the surgeon 
as an ileus which immediately follows an attack 
of appendicitis. In such cases I am absolutely 
at sea as to know what to do, where to go, or when 
to do it. A second operation is oftentimes fatal. 
It is hard to find where the exact location of the 
obstruction is, and whether it is due to a band or 
pressure, or whether it will relieve itself or not. 
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These are questions which every operator will 
have to decide for himself. 

I recall a left-sided appendicitis in a patient, 
where the small intestine with the mesentery 
formed a division of the left side; it was an 
anomalous appendix; it perforated in such a 
manner as to give us a left-sided abscess. 

These are very confusing cases in spite of what 
may be said. We expect the appendix to be 
somewhere on the right side, and when it is not 
there, we are apt to delay and not get the case 
at the proper time. 

Dr. A. E. HatsteAp: I had a case of appen- 
dicitis at one time, with a complication that near- 
ly gave me heart failure. The patient was a 
young woman, who had an ordinary attack that 
lasted about five or six days, and then the symp- 
toms began to subside, and I decided to operate. 
After considerable dissection, I found the appen- 
dix, and it ran over underneath adhesions toward 
the median line. In loosening it up, I suddenly 
had an enormous hemorrhage. It was a fright- 
ful hemorrhage, and with my finger on the bleed- 
ing point I managed to control the hemorrhage 
temporarily. I then made a dissection, and 
found it was the common iliac vein I had, and 
after several attempts at stopping the vein from 
bleeding, I finally had to ligate it. The walls 
were so friable from the adjacent appendix that 
they could not hold the suture. I controlled the 
hemorrhage completely by ligature. The patient 
finally died about the eleventh day after the 
operation from some unknown cause, probably 
from an embolus. If any of the members have 
ever had a hemorrhage from the internal iliac 
vein they will know how difficult it is to control it 
and how quickly the patient suffers from the loss 
of blood. 

With reference to ligating the appendix, I have 
ligated it since I had a fatal case, not from 
hemorrhage, but from the loosening of a purse- 
string suture. I was in the habit of turning in the 
stump of the appendix without ligature; I had 
operated in the country and did not have any- 
thing but catgut or a purse-string suture, I should 
say. The patient did well for forty-eight hours, 
at the end of which time the doctor telephoned 
me to ask whether he should give the patient 
castor oil or not. I told him yes, as after forty- 
eight hours I thought it was all right. He gave 
the castor oil, shortly after which the patient had 
intraabdominal pain and died. Autopsy showed 
that the purse-string suture had untied, the bowel 
had opened, and feces had escaped into the abdom- 
inal cavity. Since that time I have used Pagen- 
stecher linen, and have always ligated with catgut. 
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Dr. DanteLt N. EISENDRATH: This subject 
is one that interests us all, and there are so many 
different points to discuss that it is impossible 
in a reasonable length of time to cover them. 

There is one thing we owe to Dr. Hessert, and 
it is not out of the way to express our appreciation 
of it, and that is, he had the courage to publish 
his cases of hemorrhage from the stump of the 
appendix, and, so far as I know, his article was 
the first systematic contribution on that subject. 
Undoubtedly it has been the means of saving a 
great many lives, because I think since then we 
have all in a routine manner ligated the stump 
of the appendix, and those who have not done so 
will sooner or later have cause to regret it. I have 
talked with many men who have been using 
catgut purse-string suture. Dr. William Mayo 
told me that in five hundred cases he had used a 
purse-string suture of catgut, and had lost a case 
from using the same. We had the same expe- 
rience in a case at the Michael Reese Hospital, 
where we held an autopsy, and found that there 
was opening of the stump from the catgut purse- 
string suture that had been used. I thought I had 
a perfect or improved technic in regard to the 
disposal of the stump of the appendix when I had 
ligated the stump with catgut, and had used an 
inverted purse-string suture of silk. I had an 
accident a year ago last summer with a patient 
on whom I had done an interval appendectomy. 
The patient was a young man. Apparently he 
was all right on the fifth day after the operation 
and asked if he could not get out of bed, and I 
said yes. Then he asked for a bed-pan, and told 
me afterward he felt as though something had 
given way when he strained. He could not inter- 
pret his symptoms. I hardly thought that with a 
purse-string suture of silk and catgut he could have 
symptoms of general peritonitis, but there was a 
general peritonitis due to opening up of the stump 
in spite of the purse-string of silk. Since that time 
I have reinforced every purse-string with two or 
three little Lemberts over it. I simply mention 
this point because at some time some of you may 
have a similar experience. 

I was asked by Dr. Collins, of this city, to 
operate on a boy who had all the classical symp- 
toms of appendicitis. The lower abdomen was 
very rigid. It struck me at the time that the 
abdomen was unusually tympanitic and rather 
soft, and I thought there could not be general 
peritonitis under these conditions. One could 
almost see the coils of intestine at the time. At 
the operation I found the following conditions: 
I found the appendix between the bladder and 
rectum in this boy of ten; it was gangrenous, and 
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had an abscess. I removed the appendix, but 
the tympanites still continued. We could not 
secure a bowel movement. We could get little 
passages of flatus, but not enough to make us 
think we had a complete obstruction, and it was 
not until the obstruction was complete that I 
realized we had a postoperative ileus due to 
kinking of the coils of intestine in the pelvis. If 
you will look at some of the cases you will see a 
condition like this: the adjacent coils of intestine 
at the terminal ileum will be kinked upon them- 
selves and more or less agglutinated. One of the 
coils begins to be distended, and it blocks the 
opposite coil, and as a result you get a valve-like 
closure of the gut, followed by complete intestinai 
obstruction. 

In a second case of pelvic appendix abscess 
was discovered by palpating the pelvis. I noticed 
before operation there was much more tympanites 
than usually accompanies an ordinary abscess, 
and I released a number of coils and pushed them 
up, and in that way we had no further trouble. 

Another point Dr. Schroeder brought up was 
with reference to abnormal positions of the ap- 
pendix. Some of you will recall I read a paper 
on that subject in December. There is one point 
I would call attention to, and that is the abnormal 
appendix connected with nonrotated cecum. It 
is the kind of case where the cecum has not 
rotated beyond the right hypochondriac region 
and points in the direction of the liver. We have 
to look out for subphrenic abscesses. I have had 
one death in a case of subphrenic abscess, but 
I did not realize that we had such an abscess to 
deal with. The patient was a boy who had a 
retrocecal appendix. For the first forty-eight 
hours he had apparently made a very nice re- 
covery from the removal of this retrocecal ap- 
pendix. On the third day the boy sat up. Later 
he became septic; we looked for evidences of 
infection, and could find absolutely nothing. He 
died. 

Autopsy showed this was a subphrenic abscess 
located between the liver and abdominal wall, 
with a large amount of pus. There is one thing 
this case has taught me, and I have been on the 
watch for subphrenic abscess in every case of 
postoperative trouble from appendicitis, namely, 
that whenever we have temperature which we 
cannot explain by the local findings in the wound 
we should suspect subphrenic abscess. At least, 
we should think of the possibility of subphrenic 
abscess, percuss the subphrenic region, both 
anteriorly and posteriorly, and in one case by 
doing this, a case which we discovered late, we 
found a left-sided subphrenic abscess. 
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I wish to speak of the relation of acute tuber- 
culous appendicitis to the ordinary clinical picture 
of appendicitis. Within the last two or three 
years I have seen quite a group of cases where 
all the classical symptoms of appendicitis mani- 
fested themselves, and yet when we came to 
operate on these cases we would find an acute 
tuberculous focus in the appendix, or in the 
vicinity of the appendix, giving rise to all the 
ordinary symptoms of appendicitis. Some of 
these cases have been followed in a few months, 
where they were operated upon for ordinary 
appendicitis, by the ordinary symptoms of gener- 
al tuberculous peritonitis. Some of them have a 
localized peritonitis. 

I do not believe we pay enough attention to the 
acute manner in which tuberculous infections of 
the abdominal viscera can occur simulating to 
perfection the ordinary acute appendicitis or 
other acute lesions of the abdominal viscera. 

I would like to say a few words with reference 
to the treatment of general peritonitis in relation 
to appendicitis. I believe the reason we had and 
are having so much better results in this country 
than they are in Europe in cases of general peri- 
tonitis is because we do so little. In Europe they 
still employ the antiquated method that was 
formerly employed in this country, namely, they 
eviscerate, they irrigate, they do too much. I 
believe the reason why we have ninety-five per 
cent cures of our cases of general peritonitis now, 
instead of fifty per cent mortality, is because we 
do very little, and we depend so much upon the 
powers of resistance and the antitoxic powers of 
the peritoneum and its aids to get rid of infection. 
In my practice general peritonitis has been 
revolutionized, so far as the treatment is con- 
cerned, since I have employed in a systematic 
manner a technic similar to the following: I 
simply go in through the right rectus muscle, 
get at the appendix as quick as I can, bring my 
hand above the pubes, pushing aside the bladder, 
and make an incision at this point (indicating on 
blackboard) after the manner first suggested by 
Dr. Van Buren Knott, namely, a suprapubic 
incision, and close my first incision so far as the 
peritoneum is concerned completely. The peri- 
toneum is closed completely; the rest of the 
abdominal wall is closed, with the exception of 
at the lower end. I put a gutta-percha drain 
down to the peritoneum, for the reason that if 
this is not done you are very liable to get infec- 
tion of the abdominal wall. The peritoneum is 
closed completely in the original incision. I insert 
a split rubber tube drain, covered with gauze and 
with gutta-percha down into the cul-de-sac. This 
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is left in four days, and these patients are placed 
in the Fowler position. The majority of these 
patients lie almost horizontally in bed. At the 
Michael Reese Hospital this is the plan we have 
pursued in every case. We do not depend upon 
a back-rest, but elevate the head of the bed at an 
angle of forty-five degrees, and keeping the 
pillow in position by gauze strips, and we secure 
in that way actual drainage. 

Dr. A. BetcHaAm Keyes: I have been very 
much interested and pleased by what I have 
heard here to-night. (Dr. Keyes went to the 
blackboard and demonstrated his method of 
placing the purse-string so as to catch the vessel 
in the meso-appendix.) 

Due to Dr. Hessert’s previous paper reporting 
his case and pointing out the danger of hemor- 
rhage from the stump of the appendix, I have 
fortunately guarded against hemorrhage from 
that source by tying. In one of my untied cases 
the appendix stump leaked despite a purse-string 
suture and two Lemberts over it. The patient 
developed a localized peritonitis, but ended in 
complete recovery when treated by opening and 
putting in a drain. 

In regard to the appendectomy incision, in the 
county hospital I always make an incision through 
the outer border of the right rectus in men. We 
can widen that incision with safety which we 
cannot do with the gridiron incision. In women 
I make the appendectomy incision always in the 
median line except when there is localized intra- 
peritoneal exudate or pus. Never wait in women 
but operate before there is any exudate if possible. 
The draining in women will cause adhesions that 
may interfere with pregnancy. 

One of the Fellows of this society operated 
through a gridiron incision on a woman not long 
ago, in whom he did not examine the pelvic 
organs, and as a result of this oversight fibroids 
were left which required the woman to undergo 
a second operation. This accidental omission 
called my attention to the imperative necessity 
for a median incision in women wherever possi- 
ble, when any pelvic difficulty may also be 
attended to. 

Dr. WititrAm M. Harsua: Concerning com- 
plications of appendicitis, I think their preven- 
tion by early operation should be duly considered. 
Multiple abscess of the liver occurred in one of 
my cases in which early operation was declined. 
On the sth day of the third attack (in 3 years) 
suppuration of the right inguinal glands first 
ensued and then in two days it became plain 
the liver was involved. 

Reference has been made to the larger mortality 
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in appendicitis operations abroad. This also in 
my opinion is due to the later operations. 

I have had a few cases of left-sided abscess — 
when the top of the appendix reached to the left 
side and the perforation or extension reached to 
near the rectum. Also one or two which per- 
forated or involved the ovary. 

One case which continued to have pain in 
appendix region without temperature months 
after a typical mild attack showed at operation 
several calcareous lymphnodes. 

In regard to the incision, I believe in splitting 
the rectus, as it will give us a broader view of the 
abdomen and enable us to see whether there is 
any Meckel’s diverticulum or any pelvic path- 
ology. It is a much better incision if we want to 
palpate the liver. It is better than trying to 
reach McBurney’s point. I believe that by fol- 
lowing Lanz’s point we are much more likely to 
uncover the appendix. 
very great majority of cases is altogether below 
McBurney’s point, and not infrequently we find 
it an inch or an inch and a half lower. 

There is a growing belief that the tenderness 
of the abdomen in appendicitis is not always due 
to a contiguous inflammatory extension from the 
appendix, but that it is in many instances due to 
a reflex from the cerebrospinal nerves, and that 
the sensitiveness we find over McBurney’s point 
is the cutaneous area which shows the sensory 
reflex. 

Dr. ALLEN B. KANAvEL: In 
which I had a large accumulation of pus in the 
pelvis subsequent to the primary operation, I 
drained the accumulated pus through the rectum. 
Fluctuation could be felt. Both cases recovered 
promptly. 

With reference to Dr. Harsha’s suggestion 
concerning Lanz’s point, I found in looking up 
about a hundred cases in which I had kept a 
record that seventy per cent of the appendices 
lay at Lanz’s point rather than at McBurney’s. 
I found, however, that if I operated higher, I 
could turn the colon and caecum up and get the 
appendix out easier than if I operated lower 
down over Lanz’s point. 

Dr. Freperic A. Bestry: There is one 
point in connection with Dr. Hessert’s compila- 
tion to which I desire to call attention, and that 
is the question of trauma as a factor in the eti- 
ology of appendicitis. 

Should we let the statement go unchallenged? 
Appendicitis is very, very common, particularly 
in boys and young men who are subject to trauma, 
and a history of trauma is a common factor in 
these conditions. Is it a coincidence? 
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Three years ago a boy, twelve years of age, 
was brought to me who had been shot with a 
twenty-two caliber rifle in the region of McBur- 
ney’s point. The only hole was in the cecum, 
and in working in that region the pathology was 
not exactly the pathology of a gunshot wound 
of only two or three hours standing. In bringing 
up the cecum I found he had an acutely inflamed 
appendix. I took out the appendix, sewed up 
the gunshot wound, and the boy recovered. We 
learned subsequently that four days before he 
received the gunshot wound he had the classical 
symptoms of appendicitis. This, of course, was 
purely coincident. Are not most of the cases of 
appendicitis in which there is a history of trauma 
coincidences, and can we definitely go on record 
as saying undoubtedly there are some cases of 
appendicitis that are due to trauma? For in- 
stance, Dr. Hessert in his compilation reported 
a case of acute and chronic appendicitis un- 
doubtedly due to trauma. I do not believe that 
we are justified in making the broad statement 
that cases of appendicitis are due to trauma. 
Of course, in the one case Dr. Hessert mentioned, 
in which there was a concretion and an injury, 
one can conceive of how a crushing force over a 
concretion might be an etiological factor in the 
appendicitis. But as a general proposition, I do 
not think it is good reasoning to suppose or to 
believe that appendicitis can in any way be due 
to a trauma. 

Dr. JAcoB FRANK (closing the discussion on 
his part): In my paper I stated that the paro- 
titis was secondary to appendicitis. You can 
either call it a complicating parotitis or a symp- 
tomatic parotitis. I stated further that a paper 
of this character had never been read before the 
Chicago Surgical Society, and, so far as I know, 
not before any society in the city of Chicago. 
I therefore thought it would be appropriate to 
cover this phase of the subject of complications. 

I wish to thank Dr. Feingold for looking up 
the literature of the subject for me. All we could 
get were reports of sixteen cases; therefore, paro- 
titis as a complication of appendicitis is not as 
common as peritonitis, ileus and all the other 
complications that go with abdominal troubles. 

As to the thirteen cases that Dr. Hessert com- 
piled from reports by different members of the 
society, none of these cases could be found re- 
ported in the literature; consequently, I could not 
include them in my paper. We all know that 
there are all kinds of complications with appen- 
dicitis. Pneumonia is a complication. Phiebitis 
isa complication. The theory that the complica- 
tion of secondary parotitis following septic 
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appendicitis is a duct infection through the 
mouth, does not entirely satisfy me, although 
I accept it as the most scientific explanation. 
However, I think the time will come when it will 
be shown that it is due directly to a micro- 
organism or to the toxins produced by the micro- 
organisms that deposit themselves in the parotid 
gland. Why is it we do not find more of these 
cases of the thousands of patients who are oper- 
ated upon, who come in with dirty mouths and 
carious teeth? I cannot explain it. Why is 
it that the parotitis occurred in the great major*ty 
of the cases on the right side? Why does not 
parotitis occur on the left side? There is some- 
thing we cannot explain. 

I am very thankful to Dr. Hessert for calling 
our attention some years ago to ligating the 
stump of the appendix for the prevention of 
hemorrhage. When he directed our attention 
to that I immediately began to ligate the stump 
of the appendix, and I have not had a case of 
hemorrhage since. 

With reference to the case reported by Dr. 
Fisendrath that occurred at the Michael Reese 
Hospital where catgut was used, if I am not 
mistaken the catgut employed there by the 
surgeon was the ordinary sterilized catgut which 
only lasts a short time. I use chromicized 
catgut, which I think will last long enough, 
and I do not think it is necessary to use any 
silk. 

With reference to direct trauma being a cause 
of appendicitis, a question which was raised by 
our President, I do not think we should let the 
statement go out from this society that we 
believe appendicitis can be produced by trauma. 
If we did, a great many of us would be in the 
court room most of the time. I have had patients 
come to my office and tell me that they thought 
they had appendicitis which had been produced 
by a jar in the street car or by a blow, but I have 
never been able to bring myself to believe that 
this was so. I think it must be a coincidence; that 
these patients had appendicitis, and that the 
blow or trauma merely brought on an acute 
attack on a chronic condition. One patient a 
man, who had carcinoma of the appendix, told 
me that he had been kicked by a horse fifteen 
years previously. I do not believe that that was 
the cause, nor that the carcinoma was lying 
dormant all that time. 

As to the incision, when I was in Philadelphia 
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at the Clinical Congress of Surgeons, I saw 
several sugreons make use of the gridiron incision. 
I have never used it myself. I saw some of the 
best operators in Philadelphia commence with 
the gridiron incision and end up with a longi- 
tudinal incision. The only time the gridiron 
incision is convenient is when the appendix is 
in a normal position; you can pass forceps down 
in there and take out the appendix. 

I agree with Dr. Keyes that in women the in- 
cision should be made so that the organs in the 
pelvis can be explored, but I do not make a 
median incision. I make the incision over the 
rectus mucle; I cut through the fascia and the 
sheath of the rectus, pull that aside, and pull the 
muscle aside. I do not touch the muscle. This 
incision you can extend upward and downward. 
I have removed large cysts from the pelvis just 
as readily through this incision as I could through 
‘a median incision. 

It has been said here to-night that some 
surgeons are going back to the cuff method. I 
used the cuff method many years ago when I was 
connected with St. Elizabeth’s Hospital. I de- 
scribed this method at the first Pan-American 
Congress, held in Philadelphia, and a description 
of the method can be found in the Philadelphia 
transactions. I thought at the time it was a good 
method, but I do not use it any more. Dr. 
Deaver, of Philadelphia, used it when he first 
commenced to do appendicitis work, but Deaver 
does not use it any more. 

Dr. Hessert (closing the discussion): The 
question relating to traumatism is one of the most 
important in connection with this subject, and 
I am sorry that feature has not been emphasized 
more by the different members. It is very essen- 
tial to bring out the opinions of the members of 
this society as to the extent to which trauma is a 
causal factor in appendicitis. Personally, when 
I asked that question, I believed that there would 
be few instances in which the Fellows really 
believed that traumatism caused appendicitis, 
but I was surprised to find so many answered in 
the affirmative. I do not think we should go on 
record as believing that trauma is a causal factor 
of appendicitis as a general proposition; that a 
trauma or an injury from without may cause 
appendicitis, is a position that we should not take. 

I wish to thank the Fellows of the society for 
their co-operation and for their share in the work 
that was entailed in sending me these replies. 
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The Treatment of Stab Wounds of the Chest 
(Die Behandlung der Stichverletzungen des Thorax). 
W. Lawrow. Beitr. sur klin. Chir., bd. Ixxvi, h. 3. 


In 1905, Garré collected 100 cases of stab wound 
of the chest from the literature. These cases were 
not operated, and showed a mortality of 38 per cent. 
K6nig voiced the opinion of his contemporaries 
when he declared that these patients were to be 
operated only under exceptional circumstances. 
The occurrence of severe internal hemorrhage was 
the main indication, provided that the operation 


could be performed within a few hours after the, 


accident. If this were not possible, then the opera- 
tion was confined to the chest wall only. During 
the last few years surgery of the chest has received 
a marked impetus, yet the question of indication for 
operation in these cases of chest injury is one upon 
which surgeons have not yet been able to agree. 
Various authors include one or more of the following 
complications as indication for operation, namely, 
penetration of the lung, injury to the heart or peri- 
cardium, injury to the intercostal or internal mam- 
mary artery, or penetration of the diaphragm. 
Lawrow points to the uncertainty and even impos- 
sibility of diagnosing these complications in the 
majority of cases. It has also happened that in 
cases where the clinical symptoms of a certain com- 
plication were present, the operation failed to dis- 
close any such lesion. 

The experience of Lawrow at the Obuchow Hos- 
pital of St. Petersburg does not sustain the opinion 
formerly held that in cases of stab wounds with 
complications, the latter generally involved the 
lungs only. In a large percentage of his cases the 
author found injuries involving the heart, pericar- 
dium, diaphragm, abdominal organs, and vessels of 
the chest wall — injuries which have always made 
operation imperative. There is a series of 155 cases 
of penetrating stab wounds operated, and of this 
number 78 per cent were complicated with injuries 
to internal organs. The diaphragm was involved 
in 35.4 per cent, the heart or pericardium in 9 per 
cent, the lungs in 27.7 per cent, the thoracic vessels 
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in 6.4 per cent. In 22 per cent the wound involved 
only the pleura or mediastinum. In cases of stab 
wound of the chest it is very difficult and sometimes 
impossible to determine which of the internal organs 
is injured. It is therefore deemed justifiable in all 
stab wounds seen during the first twelve hours, to 
enlarge the wound for the purpose of exploration. 

This rule is not intended to cover such cases as 
are obviously not penetrating, nor wounds in the 
scapular or interscapular region. Should, however, 
symptoms of hemorrhage or pneumothorax arise 
in cases of the latter class, they must also be ex- 
plored. It cannot be denied that small wounds of the 
lungs may heal spontaneously. The object in 
enlarging the wound in these cases of chest injury 
is not so much for the purpose of suturing a possible 
wound of the lung, as it is to obtain positive know 
ledge as to the presence or absence of wounds of the 
diaphragm, heart, or pericardium. Lesions of these 
organs may be followed by most serious results, 
and a diagnosis of the condition is essential while 
there is yet time for surgical treatment. A most 
rigid aseptic technic is imperative owing to the 
susceptibility of the pleura. 

The author then thoroughly analyzes his cases and 
gives a brief résumé of each. There were admitted 
to the hospital during the five years from 1905 to 
1909 inclusive. 257 cases of stab wound of the chest. 
155 cases (57.6 per cent) were operated at once on 
admission, and 102 cases (42.4 per cent) were treated 
expectantly. The reason for not operating was 
either the refusal of the patient (33 per cent), his 
moribund condition, or the long period clapsing 
since the infliction of the injury. The mortality of 
the operated cases was 36.7 per cent, and of the 
non-operated cases 14.7 per cent. This death ratio, 
without considering the details, would not recom 
mend the operative method in preference to the 
expectant plan. The author endeavors to explain 
the discrepancy on the grounds of the operated 
cases’ being five times as severe as those not oper 
ated. Many of the latter class were in all proba- 
bility non-penetrating. 
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Considerations Relating to the Pathogenesis and 
Diagnosis of Surgical Diseases of the Pancreas. 
Levi J. HAmMMonp. Annals of Surgery, liv, 798, 
December, 1911. 

The intimate relation each disease met with in the 
upper abdomen bears to the other, especially from 
the viewpoint of cause and effect, makes it well nigh 
impossible to separate either from the other without 
omitting much valuable information common to 
them all. Indeed, it was through a search into the 
complications of bile-duct disease, especially calculi, 
that our present knowledge of pancreatitis was 
acquired. 

The subject must therefore involve a considera- 
tion of not only the existence of the three major 
organs, the liver and its ducts, pancreas and duo- 
denum, but the surgeon must have, as well, a work- 
ing knowledge of their embryology, anatomy and 
physiology, in order that he may properly under- 
stand the important relation the organic internal 
secretions bear to digestion and assimilation. The 
intimate anatomic relation of the stomach, duo- 
denum, liver and pancreas through the close asso- 
ciation of the main duct of the two latter and the 
viscera, must always be borne in mind in undertak- 
ing differential diagnosis. For example, the pan- 
creas. which is an organ of both external and 
internal secretions, has its internal secretion inti- 
mately associated with the glands of Brunner, 
situated in the duodenum, while its external secre- 
tion is even more closely associated with that of the 
bile. 

In this connection the author discusses the ana- 
tomy of the pancreas and its relation to the sur- 
rounding organs and to the excretory ducts and 
their method of entrance into the duodenum. He 
calls attention to the fact that the embryologic 
development of the pancreas, as two separate out- 
growths from the primary foregut which afterward 
coalesce must be borne in mind, as it often retains 
two separate ducts, Wirsung and Santorini. The 
latter is the direct duct, yet in 20 per cent of cases 
it undergoes complete obliteration, while in the 
remaining 80 per cent it anastomoses with the 
indirect or duct of Wirsung and emtpies by a sepa- 
rate orifice into the duodenum. In one individual 
out of ten, the duct of Santorini is even of larger 
calibre than the duct of Wirsung. In such cases 
as this, the pancreatic secretion will be emptied into 
the duodenum even when the Wirsung duct is 
occluded. 

The common bile-duct in conjunction with the 
duct of Wirsung enters the under surface of the 
second portion of the duodenum through a vesti- 
bule, the ampulla of Vater, where the secretions 
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from the two glands are mixed before they take their 
respective places in the digestive process. 

This anatomic relation has its physiologic sig- 
nificance in showing the importance of associating 
bile in the process of digestion. As the author 
states, from a pathologic standpoint, this associa- 
tion is most unfortunate for it is the factor in causing 
many of the morbid processes to which both the 
pancreas and bile passages are subject. In two- 
thirds of all cases the bile duct passes directly 
through the head of the pancreas on its way to the 
duodenum. This fact, together with the close 
vascular and lymphatic association between the bile 
passages and pancreas, furnishes the pathogenesis 
of the greater number of the cases of pancreatitis. 

In regard to the symptoms, the author admits 
that the accurate clinical diagnosis is rarely made. 
The symptoms most commonly present at the onset 
of an acute pancreatitis are agonizing pain, deep- 
seated and referred to the right of the epigastrium 
and followed by great prostration, rapid pulse, early 
elevation of temperature, nausea, vomiting and 
early tympanites accompanied by marked cyanosis, 
especially about the face and abdominal walls. He 
admits that this group of symptoms does not differ 
materially from those arising from such acute con- 
ditions as intestinal obstruction, perforation of the 
hollow viscera, renal colic or ectopic gestation. 
Sugar may be present in the urine in some cases 
where chronic pancreatitis has existed for a con- 
siderable period. Free fat (according to Fitz) may 
be seen in the feces upon inspection. It is fortunate- 
ly a condition where accuracy of diagnosis is not 
essential since the simulating conditions all require 
surgical intervention. 

The statistics of various operators place the mor- 
tality in cases not operated upon at about 75 per 
cent or higher. Where immediate operation is 
performed, one-half or more of the cases are saved. 

The treatment which is surgical from the onset 
because of the profound toxemia that actually 
ushers in the attack should consist of promptly 
establishing free drainage through the incisions made 
in several parts of the gland. If excessive haemor- 
rhage ensues it can be controlled by gauze packings 
held in place by sutures. The final step should be 
to establish free drainage through the abdominal 
suture. If stones are present in the gall-bladder or 
bile-ducts, or there is acute infection of the bile- 
ducts with jaundice, it is necessary in addition to 
free the gall-bladder and ducts of accumulated 
calculi, and establish drainage by a right lateral in- 
cision through the anterior abdominal wall, provided 
the patient’s condition may permit. ° 

GEORGE E. BEILBy. 
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MANUAL OF OPERATIVE SURGERY. By John Fairbairn 
Binnie, A. M., C. M. Philadelphia: P. Blakiston’s 
Son & Co., 191t. 

This new edition of Binnie’s Operative Surgery 
which is now issued in one volume is a remarkably 
satisfactory review not alone of the established 
procedures familiar to all surgeons, but of the later 
suggestions which have been made that have been 
found of value in this branch of surgical science. 
The wealth of material that Binnie has gathered and 
compressed into this one volume can hardly be 
appreciated unless one peruses it carefully from page 
to page. Each chapter has been thoroughly brought 
up to date yet it lacks any appearance of discussing 
those things which are ephemeral. All the later 
procedures of Mayo, Crile, Murphy, and the other 
leaders of our profession are carefully and clearly 
discussed. 

The illustrations are ample and well done. 

Issued in this new form it makes a much more 
attractive contribution and will surely be better 
appreciated than have been the earlier editions. 
The clear descriptions of the various procedures, 
given in the words of their contributors, is much 
more satisfactory than would be the inadequate 
discussion of these newer procedures if transposed 
into the language of an ordinary textbook, and that 
method of discussing new contributions might well 
be followed by other books. The volume contains 
over 1,100 pages, is beautifully bound and printed, 
and can be recommended to everyone dealing with 
operative surgery. 


TREVES, SURGICAL ANATOMY. Sixth Edition. By Sir 
Fredrick Treves. Philadelphia: Lea & Febiger, 1911. 
The new edition of Treves’ Applied Surgical 
Anatomy serves to emphasize the extraordinary 
value of this small volume which has retained a 
position for thirty years as the best book of its kind. 
This present edition maintains the spirit of the 
previous volumes, although additions have been 
made relative to the glands of internal secretion, 
to the lymphatic system and to anatomy lately 
discovered by the use of X-rays. It should be in the 
hands of every practitioner and surgeon. 


COLLECTED PAPERS BY THE STAFF OF ST. Mary’s Hos- 
PITAL (Mayo Clinic). Philadelphia and London: W. 
B. Saunders Company, rgtt. 

This second volume from the Mayo clinic empha- 
sizes further the immense amount of work that is 
being done by the Mayo Clinic. The material in 
their hands has been carefully studied and is being 
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given to the medical world in a way that cannot 
but be most beneticial to the profession as a whole. 
The number of papers, each valuable in itself, that 
has appeared is almost incredible to one who has 
access to but three or four journals. On the ali 
mentary canal alone 28 contributions to the litera 
ture were made in the year 1g1o. 

The volume contains 600 pages, and to those 
interested in surgical advances, this compilation in 
one volume, so easy of access, and containing so 
many excellent articles, is a great convenience. The 
Mayos have always been noted for the shortness 
and conciseness with which they have discussed 
various observations that they have been able to 
make from their clinic, and we venture to predict 
that there is no volume issued at the present time 
from which the reader will gain more ideas which 
will be of help to him than from this. It is such work 
as theirs that has placed American surgery on the 
foundation which is bound to be respected not alone 
at home but abroad, and American surgeons should 
take pride in the review of the yearly work of this 
great clinic. 


Lippincott’s New Mepicat Dictionary. Edited by 
Henry W. Cattell, M. D. Second edition. Philadel 
phia and London: J. B. Lippincott Company. 


In this second edition of Lippincott’s Medical 
Dictionary, over 5,000 changes and additions have 
been made in the text since the issuance of the first 
edition less than a year previous. About 500 new 
words have been inserted many of which appear for 
the first time in a dictionary. Medical literature 
has been carefully consulted for the latest expres- 
sion of opinion upon matters that have been the 
object of recent scientific research, such as the 
atomic weights of the elements, Murphy’s treat- 
ment, pellagra and syphilis. The work typogra- 
phically is up to the usual standard of the Lip- 
pincott books, is of a convenient size, bound in 
flexible leather and should be a welcome addition to 
the physicians table. 
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NEW YORK CITY AS 

N the following pages of this issue will 

be found the initial article of a series 

of seven or more communications on 

New York City as a Surgical Center which 
will be published monthly in this journal, 
the present article covering the historical 
aspect of the subject. We were extremely 
fortunate in that the preparation of this article 
was placed in the hands of Professor James 
J. Walsh, Dean of the Fordham University 
School of Medicine. This 
is on the pioneer surgeons of New York City, 


communication 


and those fortunate enough to read it will 
recognize in it a classic. 


A SURGICAL CENTER 

The other contributions to this series are 
to be prepared by well-known New York 
physicians selected for their special fitness 
The 
phases of the subject to be covered and the 


for the task assigned them. various 
authors who will prepare the communications 
to appear in subsequent issues are as follows: 
Medical Societies — Floyd M. Crandall, 
M. D. 
Hospitals —- Samuel Lloyd, M. D. 
Medical Schools — William M. Polk, M. D. 
Laboratories — Frederick E.Sondern, M.D. 
Medical Publications — George W. Kosmak, 
M. D. 
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Surgery in Brooklyn — Robert L. Dickin- 
son, M. D. 

Following Dr. Walsh’s article in this 
number will be found the preliminary pro- 
grams of the general surgical, ophthalmo- 
logical, laryngological and otological clinics 
for the New York meeting. These are in 
addition to the programs which appeared in 
the April issue, and the work of the Com- 
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mittee on Clinics is not yet completed. 
We expect to publish in the next number the 
programs of the clinics in orthopedic surgery 
and the surgical research and laboratory 
demonstrations. 

Also we hope to publish in the next issue 
the preliminary literary programs which are 
to be presented on the six evenings of the 
week of the Congress. 


CENTER 


Litt. D., Sc. D., New Yorx City 


Dean and Professor of the History of Medicine and of Functional Nervous Diseases at Fordham University School of Medicine 


T has always seemed to me that the first im- 
portant notice that we have of surgery in New 
York is an index of the position that this 

branch of the profession was to occupy in New 
York life. Dr. John B. Beck in his “ Historical 
Sketch of the State of Medicine in the American 
Colonies from Their First Settlement to the Per- 
iod of The Revolution” calls attention to the fact 
that ‘“‘The State of New York, I believe, is entitled 
to the honor of adopting the first effectual meas- 
ures for regulating the practice of medicine and 
surgery. In 1760 the General Assembly of the 
Province ordained that ‘No person whatever 
should practice as a physician or surgeon in the 
city of New York before he shall have been ex- 
amined in physic or surgery and approved of and 
admitted by one of his Majesty’s Council, the 
Judges of the Supreme Court, the King’s Attor- 
ney General and the Mayor of the City of New 
York for the time being, or by any three or more 
of them, taking to their assistance for such ex- 
aminations such proper person or persons as they 
in their discretion shall think fit.’”’ This gives a 
very good idea of the high place assigned to 
physicians and surgeons. 

Just about a century before this, in 1657, there 
seems to have been a protest on the part of sur- 
geons or as they were then called chirurgians, 
against an act aimed to impose a sort of detective 
duty upon the surgeon which as Dr. Toner 
remarks “could not be submitted to by the pro- 
fession and no doubt was a dead letter.” This 
act gave notice “to all chirurgians of the city that 
when they are called to dress a wound they shall 
ask the patient who wounded him and that infor- 
mation thereof be given to the schout.”” Between 


these two legal enactments we have very little 
definite knowledge with regard to the surgeons 
of early Colonial New York, though the rather 
intimate intercourse with Holland, the mother 
country, probably ensured a supply of good sur- 
geons to the City. Holland was at this time one 
of the countries of Europe where excellent work 
in surgery was being done. Rembrandt’s picture, 
The Lesson in Anatomy, is realistic evidence of 
the interest of the anatomists and surgeons of 
Holland in the groundwork of their profession. 
This was made before the first half of the seven- 
teenth century and speaks volumes for what the 
Dutch surgeons must have been. Unfortunately 
we know very little about New York surgeons, 
however, until just before the Revolution. 

While Philadelphia established the first medical 
school in what is now the United States (the 
Spanish Americans of course had long anticipated 
us) New York was only one year behind and the 
Medical School of New York, established in 1768, 
gave the degree of M. B. in 1769, and the first 
doctor’s degree granted on this continent was 
bestowed here in 1770, upon Robert Tucker, and 
the second in May, 1771, upon Samuel Kissam, 
while Philadelphia graduated her first doctors of 
medicine only in June, 1771. (Mumford, A Narra- 
tive of Medicine in America, p. 92.) 

The chair of surgery in that first New York 
Medical school was held by John Jones. He was 
a native American with a line of Pennsylvania and 
Welsh ancestors. After a medical education in 
Europe he came home in 1753 with the ambition 
to devote himself to surgery. He had studied 
under Petit and Le Dran in Paris, where the best 
surgery in the world was being done and the 
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French were stimulating teachers. In 1754 he 
volunteered in the French and Indian War and 
had a fine experience in military surgery. His 
fame spread throughout the army, and when 
Baron Dieskau was wounded and captured at 
Lake George he asked to be put under Jones’ 
care. On his return to private practice Jones 
refused to wear the special costume which the 
New York doctors had decided to assume in their 
professional work, and particularly refused to 
wear the conventional wig. The wearing of the 
wig was, as it were, in the Code of Ethics of that 
time, and one physician when a patient asked that 
Jones should be called in consultation refused to 
meet him because he would not dress after the 
medical fashion. Then the public got to hear of 
it and Jones grew so popular that others felt it 
better to give up their special costumes. No 
wonder after such an example New York was 
always a little heretical on codes. For more than 
ten years Jones continued to do really good sur- 
gery in the city and then got his chance to teach. 

He was a good teacher, partly because of his 
French training, his military experience, his 
thorough-going, practical ways, and then because 
he had been the favorite pupil for a time in Lon- 
don of Percival Pott, after whom Pott’s disease 
is named, and who was undoubtedly one of the 
best surgical teachers of the time. His students 
got to like Jones very much and he became a 
figure in the life of the time. Much has been 
written about him and always with affectionate 
reverence. When the Revolution broke out the 
New York school was broken up by the six long 
years of occupation by the British as well as by 
the split in the faculty growing out of differing 
views as to what constituted patriotism. Jones 
volunteered for surgical service with the Conti- 
nental armies and wrote for the Revolutionary 
surgeons the little book ‘Plain, Concise, and 
Practical Remarks on the Treatment of Wounds 
and Fractures.” New York is deservedly proud 
of this first distinguished surgeon in our career as 
a nation. 

As Beck says, Jones well deserves the title of 
Father of American Surgery. He was the first 
to devote himself to this as a specialty, and what 
he did for the operation of lithotomy was in itself 
sufficient to indicate his surgical skill. Because 
of the many failures in its performance the opera- 
tion had been almost abandoned in this country 
with a consequent increase in apparently un- 
relievable suffering that can be well understood. 
Jones restored it and showed that it could be done 
almost without danger under proper conditions. 

New York was fortunate in having teachers of 


surgery of attractive personality, of great mag- 
netism and of thorough-going practical ideas. 
Following Jones there came Dr. Wright Post 
(1766-1828) of whom Valentine Mott said that 
““He was one of the most luminous and perspica- 
cious teachers I have ever listened to, at home or 
abroad.” As Mott himself had had a wide ex- 
perience in London, Edinburgh and on the Con- 
tinent, such praise means much indeed. Dr. Post 
began that series of ligations of arteries for 
traumatic and pathological conditions which 
made the reputation of so many American sur- 
geons at this time. He ligated the femoral 
artery high up for aneurism, performing the first 
operation of this kind done in this country. He 
ligated the common carotid for the first time 
here. He ligated the external iliac for inguinal 
aneurism. 

While we are accustomed to think of New York 
as the most populous of American cities in the 
most populous of American states, it must not be 
forgotten that after the Revolution the state was 
only fifth in population and Virginia had more 
than double its number of inhabitants, Pennsyl- 
vania had nearly one-fourth more, North Caro- 
lina exceeded it by the total census of New York 
City and Long Island, Massachusetts was nearly 
as far ahead of it, Maryland was its equal and 
Connecticut and even Tennessee followed not far 
behind. If from the very beginning, then, the city 
which was smaller in size than Boston or Phila- 
delphia occupied a prominent place in medical 
teaching and surgical practice it was only because 
of the enterprise of its professional men which was 
a little later to make them leaders in every way 
and lift their city into its subsequent position 
of precedence. The state did not rise to be the 
equal of Virginia in population until nearly 1820, 
and it was only about the same time that the city 
came to be the American metropolis. 

It is with the nineteenth century that surgery 
in New York becomes of national import. Five 
men deserve to be named in the first half-century. 
There was Richard S. Kissam, who operated on 
65 cases of stone in the bladder, with only three 
deaths, no mean accomplishment in those days of 
septic conditions when stone was not discovered 
early and operations were delayed until symptoms 
had become almost unbearable. Then there was 
J. Kearney Rogers, who sprang into fame by 
tying the subclavian artery between the scalene 
muscles for aneurism. Next came Alexander H. 
Stevens, one of the most popular teachers of sur- 
gery in his time, and then John Watson, a bril- 
liant operator and an author whose address on 
“The Medical Profession in Ancient Times’’ 
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proved what scholarly 
men these old-time sur- 
geons were. 

The fifth of these men 
was probably the great- 
est surgeon in America, 
and acknowledged by 
colleagues in Europe 
when he visited them 
as par inter pares, in 
his time, one of the 
world’s great surgeons. 
This was Valentine 
Mott. Mott, born in 
1785, graduated at the 
age of 21 and then spent 
some years abroad un- 
der such men as Astley 
Cooper, Abernethy, 


Haighton, Cline and 
Charles Bell. At Edin- 
burgh he was with 


Gregory and Monroe 
and John Bell. The 
operation that made his 
name famous on both 
sides of the Atlantic 
was the ligature of the 
innominate artery. The operation had never 
before been done on the living, and when Mott 
made his incision he intended to tie the branch 
vessel, the brachial, but found that artery so 
diseased that he dissected deep into the chest 
and ligated the innominate itself. If it is re- 
called that the patient was not under ether, that 
dissection had to be done rapidly but skilfully in 
the most dangerous region of the body, that the 
patient’s restlessness and exhibition of pain would 
easily disturb the calmest of men, especially when 
operating under circumstances where the slightest 
mistake meant the death of the patient, the reason 
for Mott’s sudden spring into fame will be better 
appreciated. There was no precedent to tell 
what might be the effect upon life itself, and es- 
pecially upon the central nervous system, of such 
interference with the circulation. The ligature 
was tightened very slowly indeed and then tied. 
The patient lived for twenty-five days but died of 
recurring hemorrhages. In 1824 Mott ampu- 
tated the hip joint, thinking that the operation 
had never before been performed in America. 
The same year he removed the entire clavicle for 
a very extensive osteosarcoma, and the young 
man recovered and lived many years with a 
useful arm. In 1827 he tied the common iliac 
for aneurism, the second case of this kind ever 
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performed, the previous 
one having been done 
by another American 
surgeon, Gibson. No 
wonder Mott was the 
idol of his students and 
of his countrymen and 
received and féted ev- 
erywhere when he went 
abroad. 

Dr. Willard Parker 
(1800 to 1884) was in 
many ways a type of 
the successful surgeons 
of the nineteenth cen- 
tury. Like many of 
them, he was a wonder- 
fully successful teacher, 
and Prof. Draper’s high 
praise of his power of 
inspiring his pupils as 
a teacher who loved to 
teach and who showed 
it, is convincing testi- 
mony from one who 
could properly appre- 
ciate a teacher's qual- 
ities out of his own 

experience. The custom in vogue both in New 

York and Philadelphia at this time of inviting 

men from a distance to teach when they had 

made a reputation for themselves made for a 

notable succession of great teachers. Medical 

schools now seem prone to think that surely 
they can train their own professors. They 

did not thiax so in the older time, but looked 

round for men who had made reputations. Wil- 

lard Parker graduated at Harvard, taught anat- 
omy and surgery in the Berkshire Medical College 
at Pittsfield, Mass., from 1832 to 1836, went to 

Cincinnati for a similar post in that year and three 

years later, in 1839, became Professor of Surgery 

at the College of Physicians and Surgeons, New 

York, where he remained for thirty years. His 

opening of abscesses in the right iliac region was 

pioneer work of the most important kind, but 
he was a leader in many phases of operative sur- 
gery in his time. 

Undoubtedly the greatest triumph for New 
York surgery lies in the field of appendicitis. 
This whole subject has been developed by Ameri- 
can surgical skill and enterprise and almost all 
of the significant advances have come from New 
York men. In 1856 Dr. George Lewis, at the sug- 
gestion of Dr. Stephen Smith, wrote “ A Statistical 
Contribution with Regard to Our Knowledge of 
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Abscess and the Diseases Consequent upon 
Lodgement of Foreign Bodies in the Vermiform 
Appendix, with a Table of Forty Cases.’’ This 
attracted attention in a very practical way to 
affections of the right iliac fossa. Willard Parker 
then took up the opening of abscesses in this 
region and showed how much good might be done. 
Howard Kelly says: ‘** From the date of Parker’s 
teaching, operative treatment of the appendix 
began an evolution which ended in the revolution 
of surgery.” In 1875, Dr. J. W. S. Gouley tabu- 
lated 25 cases of abscess in this region that had 
been opened. In May, 1886, Dr. R. J. Hall at 
Roosevelt Hospital removed the appendix for the 
first time. Two years later came Fitz’s epoch- 
making memoir on the pathology of surgical 
conditions in this region, and the following year 
McBurney here in New York placed the surgery 
of the appendix as a definite chapter of surgical 
practice. As Dr. Stephen Smith rightly de- 
clared, “‘only minor changes have taken place 
since.” At most, details have been added and 
these have fluctuated from time to time. 

The specialties particularly were developed 
successfully in New York City. The most im- 
portant of these, gynecology, owes much of what 
was accomplished here in America — and the 


J. Marion Sims 


development of gynecology is acknowledged to 
have been almost entirely American — to work 
done in New York City. The Woman’s Hospital 
became famous throughout the world and ini- 
tiated a movement that has probably brought 
more relief of suffering in its train than any other 
in modern centuries. The work of Dr. J. Marion 
Sims not only attracted attention everywhere 
throughout the United States but also in Europe 
and did much to lift American surgery up to a 
high plane of equality for original accomplish- 
ment with the surgical schools of other countries. 
Sims’ work was magnificently carried on and 
developed by Emmet, whose name became well 
known wherever there was deep interest in 
gynecological procedures. The plastic work 
particularly accomplished by Emmet in lesions 
of the genital tract due to parturition and his 
insistence on the fact that such lesions were con- 
sequent upon unwarranted delay in parturition 
did much to lessen the sequelz of labor and an 
untold amount to relieve suffering and invalidism 
which for generations before this time had been 
constantly growing, apparently without any hope. 

What was accomplished in the development of 
orthopedics for the relief of crippled children here 
in New York is only second to what New York 
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gynecologists did for suffering women. Ortho- 
pedic surgery had its origin in the lectures of 
William Detmold (1808-1900) which were largely 
attended. The work of Dr. Lewis Sayre (1829 
1goo) carried on what had been so well begun, and 
his development of the splint called after his 
name for hip-joint disease and of various forms of 
apparatus for the treatment of Pott’s disease 
deservedly centered the attention of those inter- 
ested in this subject upon New York. Dr. Gurdon 
Buck’s (1807-77) extension is still used the world 
over and his work is thoroughly appreciated. 
There were many others who carried on what had 
been so well begun, though most of them are too 
near us yet for us to place them properly. 

Dr. Frank H. Hamilton (1813-1886) gradually 
developed the specialty of fractures and disloca- 
tions and became the professor of that subject at 
Bellevue. Nowhere indeed did the modern 
tendency to recognize how much specialization 
can add to the knowledge of a subject make itself 
felt more than in New York. Here, however, to 
our credit be it said, men who took up specialties 
were usually men of long experience in general 
practice, and they did not carry their notions of 
specialization to an exaggerated degree. Frank 
Hamilton, particularly, was one of the greatest 


FRANK H. HaAmILton 


of American surgeons of his time, deservedly 
looked up to as a great teacher. 

It was in New York also that Dr. Horace 
Green, up to this time Professor of the Theory and 
Practice of Medicine, began the development of 
the specialty of diseases of the nose and throat, 
and was the first to devote himself to this branch 
as a specialist. When we look around us and see 
how that and allied specialties have developed 
in scope and results and how many men all over 
the country are now devoting themselves to them 
it is almost impossible to understand that the 
father of them all is dead less than fifty years 
and that this department has developed in scarce- 
ly more than half a century. 

The specialty of genito-urinary surgery was 
particularly developed in New York City. It was 
begun by Franklin Bumstead, whose colleague, 
Dr. Robert W. Taylor, made fine contributions 
during the latter half of the nineteenth century. 
Its thoroughly scientific development came at 
the hands of Dr. John W. S. Gouley, whose work 
in the specialty attracted the attention and the 
admiration of foreign colleagues. The broaden- 
ing of the specialty was due to such men as Dr. 
Otis and Dr. Edward L. Keyes and from the work 
of general surgeons, as Gurdon Buck and Van 
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Buren. The works of the older men were well 
continued by the younger generation, as, for 
example, Dr. Samuel Alexander, whose untimely 
death was a sad loss. 

About the middle of the century the prestige 
of surgical teaching, which had centered in the 
New York Hospital, passed to a group of younger 
men teaching in Bellevue and the Emigrant 
Hospital on Ward’s Island. The leader in this 
movement was Dr. James R. Wood (1813-1882), 
“The father,” as has been said, “of clinical 
instruction in surgery in this country.”’ “Jimmie” 
Wood, as his students affectionately called him, 
attracted the attention not only of New York and 
its vicinity by his teaching qualities, but indeed 
of the whole country. There is nothing that he 
did that represents a landmark in surgery and 
yet almost more than anyone else he helped Amer- 
ican surgeons to a proper knowledge and practical 
development of their department. In this he 
was ably assisted by Van Buren, one of the most 
popular of teachers, and by Carnochan, who called 
attention to the possibilities for teaching purposes 
of the Emigrant Hospital on Ward’s Island. The 
fame of these men fills up the second quarter of 
the nineteenth century. 

This country owes to Bellevue Hospital the 
introduction of the system of trained nursing and 
to Dr. Stephen Smith, who took up the organiza- 
tion of nursing when others were extremely 
dubious and hesitant if not actually opposed, a 
profound debt of gratitude. It is hard to imagine 
now, how we could possibly get along without the 
trained nurse. Surgery would be sadly hampered 
if not rendered actually impossible as far as 
regards the more serious operations. In general, 
however, hospitals are very different institutions 
in every way from what they were before the 
introduction of the trained nurse. We find it 
a little hard to understand the opposition to the 
nurse that was so general at first. It required 
some courage as well as foresight to bring about 
the introduction of these aids into Bellevue Hos- 
pital, but New York surgeons soon saw the bene- 
fit, and from the care of the women within a short 
time they were given also the care of the men 
patients, and as at this time Bellevue was attract- 
ing widespread attention for its clinical teaching 
the nursing system soon spread throughout the 
country because of the readily recognizable 
benefit of it as seen by physicians, in their visits 
to the hospital. 

It is rather interesting to note that practically 
all the men who have impressed themselves 
deeply upon New York surgery lived to good, 
round old ages. Sometimes there is the feeling 
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that a surgeon has so many more responsibilities 
and that as a rule his work takes so much more 
out of him than of the general run of men that his 
life is likely to be correspondingly short — in- 
tensity somehow making up for extension. This 
would seem to be particularly true in the hurry 
and rush of metropolitan life. As a matter of 
fact, however, our great New York surgeons 
nearly all lived beyond the age of threescore and 
ten. Jones, Hamilton, Sayre, Buck, Sims and 
many others lived beyond threescore and ten. 
Some of the greatest and busiest of them, as Val- 
entine Mott and Willard Parker, completed four- 
score. John W.S. Gouley and Emmet have more 
than completed their eightieth years. Detmold 
lived to ninety and Stephen Smith, in his tenth 
decade, is so vigorous and active that he prom- 
ises to be with us at least to complete it. From 
New York experience, surgery would seem to be a 
conserver and not a waster of health and strength. 
Probably their long lives can be accounted for 
to some extent at least on the principle that the 
men who take up surgery as a specialty are those 
on whom responsibilities rest more lightly than 
on others, and above all, they are so taken up 
with their work and what it accomplishes for 
humanity that it is not wearing on them. It is 
worry, not work, that kills. 

New York did much to bring about that wide 
diffusion of a practical knowledge and skill in 
surgery which European surgeons on visits to this 
country have so often noted and that is a striking 
characteristic of our medical literature. Mr. 
Ericksen once said, “I know no country in which 
so far as it is possible to judge from the contents 
of medical literature there is so widely diffused 
a high standard of operative skill as in this coun- 
try.’ The fame of New York surgeons was known 
everywhere and members of the profession who 
had surgical aspirations during the nineteenth 
century always felt that the personal touch with 
the men working in the metropolis and some 
intimate association that would permit of a 
definite knowledge of their methods and _ tech- 
nique meant more than anything else for breadth 
of view and practical progress in surgery. New 
York City has then always been a Mecca for those 
who wished to advance in surgery, even when our 
hospitals were so poor as to be almost a disgrace. 
Now with our magnificent hospitals and fine 
hospital organization more than ever can be 
obtained some of the best teaching in the world 
in surgery and some of the best opportunities 
for personal development, by observation of 
the work of thoroughly practical and eminently 
skilful surgeons. 
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CLINICS—NeEw York AND BROOKLYN 


Monday, November 11th 


H. M. SILVER — Beth Israel Hospital — 2 to 4. 
W. C. WOOD — Brooklyn Hospital — 10 to 12. 


J. E. JENNINGS — Brooklyn Hospital — 2 to 4. 

J. J. HIGGINS — Fordham Hospital — to. 

WILLIAM P. HEALY — Fordham Hospital — 2. 
WILLY MEYER — German Hospital — 9. 

F. KAMMERER — German Hospital — 2. 

R.S. FOWLER — German Hospital (Brooklyn) —1o tor. 
F.W. MURRAY and staff—Hudson Street Hospital—2:30. 


W. LINDER — Jewish Hosnital — 9 to 12. 

W. L. DUFFIELD — Jewish Hospital — 2 to 4. 

PARKER SYMS and staff — Lebanon Hospital — 10 
and 2. 

J. C. RUSHMORE — Long Island Hospital — 9 to 12. 

J. B. BOGART — Methodist Episcopal Hospital —g to 11. 


W. A. SHERWOOD — Methodist Episcopal Hospital 
11 tor. 
J. T. HARRINGTON — Metropolitan Hospital — 2. 





A. B. JOHNSON and W. A. DOWNS — New York 
Hospital — 2:30. 
P. M. PILCHER — Pilcher Private Hospital — 9 to 12. 


WILLY MEYER — Post Graduate Hospital — 10. 

SAMUEL LLOYD — Post Graduate Hospital — 2. 

S. G. GANT — Post Graduate Hospital — 3:30. 

O. S. RITCH — Prospect Heights Hospital — 3 to 5. 

KARL CONNELL — Roosevelt Hospital — 9. 

GEORGE FE. BREWER — Roosevelt Hospital . 

JOHN ROGERS — St. Francis’ Hospital 2:30 to s. 

J. D. SULLIVAN — St. Mary’s Hospital (Brooklyn) 
10 tot. 

W. L. CHAPMAN — Swedish Hospital 


10 to 12. 


Tuesday, November 12th 


E. H. FISKE — Coney Island Hospital — 2 to 4. 

R. F. WALMSLEY — Cumberland St. Hospital — 1 to 3. 

5S. W. PALLISTER — Cumberland St. Hospital — 3 to 5. 

W. H. BISHOP — Flower Hospital — 2. 

A. S. TAYLOR — Fordham Hospital — ro. 

ALEXANDER NICOLL — Fordham Hospital — 2. 

EUGENE POOL and PERCY TURNURE — French 
Hospital — 2. 


J. P. WARBASSE — German Hospital — 10 to 1. 
WILLY MEYER — German Hospital — 2. Demonstra- 
tion of pavilion for thoracic surgery. Thoracic 


operations. 
M. L. BODKIN — German Hospital (Brooklyn) — 2 to 4. 
J. DOWNEY — Holy Family Hospital — 2 to 4. 
A. T. BRISTOW — Kings County Hospital — 10 to 12 
T. B. SPENCE — Methodist Episcopal Hospital —g to 11. 
W. F. CAMPBELL — Methodist Episcopal Hospital — 
11 tol. 
R. S. FOWLER — Methodist 
to 4. 


Episcopal Hospital — 2 


A. A. BERG — Mt. Sinai Hospital — 9. 

M. WARE — Mt. Sinai Hospital — 9. 

A. G. GERSTER — Mt. Sinai Hospital — 2. 

FRANK HARTLEY and staff — New York Hospital 
9:30. 

P. M. PILCHER — Pilcher Private Hospital 

SAMUEL LLOYD - 


g to 12. 

Post Graduate Hospital 10. 

WILLY MEYER — Post Graduate Hospital 7M 

J. F. ERDMANN — Post Graduate Hospital — 3:30. 

W. B. DE GARMO — Post Graduate Hospital — 4:30. 
Hernia clinic. 

CHARLES H. PECK 


Roosevelt Hospital — o. 
GEORGE E. BREWER 


Roosevelt Hospital 


Ei. J. MCENTEE — St. Catherine’s Hospital — 9 to 12. 
W. A. DOWNS — St. Francis’ Hospital — 2:30 to 5. 
W. S. SIMMONS — St. John’s Hospital — 10 to 12. 
J. C. KENNEDY — St. Mary’s Hospital (Brooklyn) 

9g to 12. 
CHARLES N. DOWD — St. Mary’s Hospital 2:30. 
R. J. MORRISON — Williamsburgh Hospital — 9 to 12- 


Wednesday, November 13th 


H. M. SILVER — Beth Israel Hospital — 2 to 4. 

R. W. WESTBROOK — Brooklyn Hospital —1o to 12. 

ROBERT DAWBARN, E. M. FOOTE and H. D. COL- 
LINS — City Hospital — 2 to 6. 

J. J. MURPHY — Coney Island Hospital — 

J. J. HIGGINS — Fordham Hospital — ro. 

WILLIAM P. HEALY — Fordham Hospital — 2. 

W. A. DOWNES — General Memorial Hospital — 11. 
Radical cure of direct inguinal hernia. 

CHARLES N. DOWD — General Memorial Hospital — 


2 to 4. 


2:30. 

O. KILIANI — German Hospital — 9. 

F. TOREK — German Hospital — 2. 

F. WEISBROD — German Hospital (Brooklyn) — 1o 
to I. 

KE. H. FISKE — Holy Family Hospital 

F. W. MURRAY and staff 


— 2:30 


2 to 4. 
Hudson Street Hospital 


W. LINDER — Jewish Hospital — 9 to 12. 

W. L. DUFFIELD — Jewish Hospital — 2 to 4. 

PARKER SYMS and staff — Lebanon Hospital 10 
and 2. 

W. B. BRINSMADE — Long Island College Hospital 
10 to 12. 


gto, 


J.B. BOGART — Methodist Episcopal Hospital 


C. H. GOODRICH 
11 tot. 

W. A. SHERWOOD 
Ir tot. 

W. F. HONAN — Metropolitan Hospital — 2. 

A. MOSCHCOWITZ — Mt. Sinai Hospital — o. 

RICHARD LEWISOHN — Mt. Sinai Hospital — o. 


Methodist Episcopal Hospital 


Methodist Episcopal Hospital 


A. B. JOHNSON and W. A. DOWNS — New York 
Hospital — 2:30. 
P. M. PILCHER — Pilcher Private Hospital — 9 to 12 


J. F. ERDMANN — Post Graduate Hospital — 10. 

R. T. MORRIS — Post Graduate Hospital — 2. 

S. W. PALLISTER — Prospect Heights Hospital — 3 
to: 5. 

CHARLES N. DOWD 


- Roosevelt Hospital Q. 
WILLIAM DARRACH 


Roosevelt Hospital 2. 


JOHN ROGERS — St. Francis’ Hospital — 2:30 to 5. 
W. MARTIN — St. Luke’s Hospital — 2 to 4. 
N. W. GREEN — St. Luke’s Hospital — 4 to 6. 


B. T. TILTON — St. Mark’s Hospital — 9. 

C. R. L. PUTNAM — St. Mark’s Hospital — 2. 

FF. MATTHEWS — St. Mary’s Hospital — 9:30. 

J. B. KEVIN —St. Mary’s Hospital (Brooklyn) — 9 
to 12. 


L. A. LYNCH — Swedish Hospital 


10 to 12. 
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Thursday, November 14th 


J. E. JENNINGS — Brooklyn Hospital — 2 to 4. 

C. E. LACK — Coney Island Hospital — 2 to 4. 

O. S. RITCH — Cumberland Street Hospital — 1 to 3. 

G. H. ILER — Cumberland Street Hospital — 3 to 5. 

A. S. TAYLOR — Fordham Hospital — 10. 

ALEXANDER NICOLL — Fordham Hospital — 2. 

WILLIAM B. COLEY — General Memorial Hospital — 
2:30. Results from treatment of inoperable sarcoma. 

F. KAMMERER — German Hospital — 9. 

WILLY MEYER — German Hospital — 2. 

J.P. WARBASSE—German Hospital (Brooklyn)—10 to tr. 

R. SULLIVAN — Holy Family Hospital — 2 to 4. 

J. B. BOGART — Kings County Hospital — to to 12. 

B. T. TILTON — Lincoln Hospital — 8:30. 

C. R. L. PUTNAM — Lincoln Hospital — rr. 

SETH MILLIKEN, Jr. — Lincoln Hospital — 2. 

T. B. SPENCE — Methodist Episcopal Hospital —9 to 11. 


W. F. CAMPBELL — Methodist Episcopal Hospital — 
Irtot. 

C. H. GOODRICH — Methodist Episcopal Hospital — 
Ir tol. 

G. S. HARRINGTON — Metropolitan Hospital — 2. 

FRANK HARTLEY and staffi—New York Hospital—g:30. 

P. M. PILCHER — Pilcher Private Hospital — 9 to 12. 

R. T. MORRIS — Post Graduate Hospital — ro. 

SAMUEL LLOYD — Post Graduate Hospital — 2. 

W. B. DE GARMO — Post Graduate Hospital — 3:30. 
Hernia clinic. 

N. ROBINSON — Prospect Heights Hospital — 3 to 5. 

CHARLES H. PECK — Roosevelt Hospital — 9g. 

FRED ALBEE — Roosevelt Hospital — 2. 

P. HUGHES — St. Catherine’s Hospital — 9 to 12. 

E. A. PARKER — St. Mary’s Hospital — 9 to 12. 

E. A. PARKER — Williamsburgh Hospital — 2 to 4. 


Friday, November 15th 


W. A. DOWNES — Babies Hospital — 2. 

W. C. WOOD — Brooklyn Hospital — 10 to 12. 

J. J. HIGGINS — Fordham Hospital —- ro. 

WILLIAM P. HEALY — Fordham Hospital — 2. 

CHARLES N. DOWD — General Memorial Hospital — 
9:30. 

R. S. FOWLER — German Hospital (Brooklyn) —1o to 1. 

WILLY MEYER — German Hospital — 2. Demonstra- 
tion of pavilion for thoracic surgery. Thoracic 
operations. 


F. W. MURRAY and staff — Hudson Street Hospital — 


2:30. 
W. LINDER — Jewish Hospital — 2 to 4. 
A. T. BRISTOW — Long Island College Hospital — 10 
to 12. 
J. B. BOGART — Methodist Episcopal Hospital — 9 to 11. 
W. A. SHERWOOD — Methodist Episcopal Hospital — 


32 20:2. 


W. F. HONAN — Metropolitan Hospital — 2. 

C. A. ELSBERG — Mt. Sinai Hospital — 9. 

W. M. BRICKNER — Mt. Sinai Hospital — 9. 

H. LILIENTHAL — Mt. Sinai Hospital — 2. 

P. M. PILCHER — Pilcher Private Hospital — 9 to 12. 

J. F. ERDMANN — Post Graduate Hospital — 2. 

S. G. GANT — Post Graduate Hospital — 3:30. 
surgery. 

A. V. S. LAMBERT — Roosevelt Hospital — 9. 

JAMES I. RUSSELL — Roosevelt Hospital — 2. 

M. FIGUEIRA —St. Catherine’s Hospital — 9 to 12. 

JOHN ROGERS — St. Francis’ Hospital — 2:30 to 5. 

ROBERT ABBE — St. Luke’s Hospital — 2 to 4. 

W. S. SCHLEY — St. Luke’s Hospital — 4 to 6. 

O. A. GORDON — St. Mary’s Hospital — g to 12. 

CHARLES N. DOWD — St. Mary’s Hospital — 2:30. 

W. S. SIMMONS — Swedish Hospital — 10 to 12. 

GEORGE T. CHASE — J. Hood Wright Hospital — 10° 


Rectal 


Saturday, November 16th 


H. M. SILVER — Beth Israel Hospital — 2 to 4. 

Rk. W. WESTBROOK — Brooklyn Hospital — to to 12. 

A. H. BOGART — Coney Island Hospital — 2 to 4. 

W. T. HELMUTH — Flower Hospital — 2. 

A. S. TAYLOR — Fordham Hospital — ro. 

ALEXANDER NICOLL — Fordham Hospital — 2. 

F. TOREK — German Hospital — 9. 

O. KILIANT — German Hospital — 2. 

F. WEISBROD — German _ Gospital 
to I. 

C. BARBER — Kings County Hospital — 9 to 11. 

T. B. SPENCE — Methodist Episcopal Hospital — 9 to 
II. 


(Brooklyn) — 10 


W. F. CAMPBELL — Methodist Episcopal Hospital — 
EZ £0 i. 

R.S. FOWLER — Methodist Episcopal Hospital — 2 to 4. 

J. WIENER — Mt. Sinai Hospital — 9. 

FRANK HARTLEY and staff— New York Hospital 
—'9330. 

P. M. PILCHER — Pilcher Private Hospital — 9 to 12. 

R. T. MORRIS — Post Graduate Hospital — 2. 

CHARLES H. PECK — Roosevelt Hospital — 9. 

GEORGE E. BREWER — Roosevelt Hospital — 2. 

W. A. DOWNS — St. Francis’ Hospital — 8:30 to 12. 

J. A. LEE — St. Mary’s Hospital (Brooklyn) — 9 to 12. 

W. F. CAMPBELL — Trinity Hospital — 2 to 5. 


Days and Hours to be Announced Later 


JOSEPH A. BLAKE and staff — Presbyterian Hospital 
— three morning clinics. 

ELLSWORTH ELIOT and staff — Presbyterian Hospital 
— three afternoon clinics. 

J. B. WALKER — Bellevue Hospital. 

G. D. STEWART — Bellevue Hospital. 

L. W. HOTCHKISS and staff — Bellevue Hospital. 

GEORGE WOOLSEY — Bellevue Hospital. 

T. A. SMITH — Bellevue Hospital. 

JOSEPH D. BRYANT — St. Vincent’s Hospital. 

G. D. STEWART and staff — St. Vincent’s Hospital. 


JOSEPH BISSELL — St. Vincent’s Hospital. 
A. E. ISAACS — Beth Israel Hospital. 

C. GOODMAN — Beth Israel Hospital. 
RICHARD LEWISOHN — Beth Israel Hospital. 
J. F. ERDMANN — Gouverneur Hospital. 

H. A. HAUBOLD — Harlem Hospital. 

I. S. HAYNES — Harlem Hospital. 

W. H. LUCKETT — Harlem Hospital. 

J. J. McGRATH — Harlem Hospital. 

C. L. GIBSON — St. Luke’s Hospital. 
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Monday, November 11th 


RUDOLF DENIG — German Hospital — 2 to 4. 

DAVID WEBSTER and staff — Manhattan Eye, Ear 
and Throat Hospital — 2. 

PETER W. CALLAN and L. W. CALLAN - 
Eye and Ear Infirmary — 2 to 5. 

GEORGE S. DIXON — New York Eye and Ear In- 
firmary — 3. See Note A. 


New York 


Tuesday, November 12th 
J. B. EMERSON, E. S. THOMPSON and staff 
hattan Eye, Ear and Throat Hospital,— 2. 
CARL KOLLER — Mt. Sinai Hospital — 2:30. 
HENRY R. PRICE — New York Eye and Ear Infirmary 
——2 £0: 4. 
C. H. WOLFRICH and A. B. NORTON 
Ophthalmic Hospital 
GEORGE S. DIXON 


3- 


Man 


New York 
2 to &. 


New York Eyeand Ear Infirmary 


Wednesday, November 13th 


J. J. HEPBURN, E. L. OATMAN and staff — Man 
hattan Eye, Ear and Throat Hospital 2. 
WALTER EF. LAMBERT — New York Eye and Ear In- 


firmary — 2 to 4 
GEORGE S$. DIXON — New York Eye and Ear Infirmary 
3: 
ARNOLD KNAPP 
Institute 2 10 4. 
C. C. BOYLE and E. S. MUNSON 
mic Hospital 
A. E. DAVIS 
Lo 4. 


New York Ophthalmic and Aural 


New York Ophthal- 
2 to 5. 


New York Post Graduate Hospital — 2 


Thursday, November 14th 


R. S. COPELAND — Flower Hospital — 3. 

RUDOLF DENIG — German Hospital — 2 to 4. 

FRANK VAN FLEET and staff - 
and Throat Hospital . 

J. E. WEEKS — New York Eye and Ear Infirmary — 2 
to 4. 


OTOLOGIC 


Monday, November rith 
SIDNEY YANKAUER - 
ARTHUR B. DUEL 
Hospital 2 to 4. 
JAMES F. McKERNON 
Throat Hospital 
EDWARD B. DENCH 
firmary 2 40-8. 


ARTHUR B. DUEL 


Mt. Sinai Hospital — 2 to 4. 
Manhattan Eye, Ear and Throat 


Manhattan Eye, Ear and 
3 to 5. 

New York Eye and Ear In 
New York Polyclinic Hospital 


- 
W. C. PHILLIPS — New York Post Graduate Hospital 


2:30 to 5. 
Tuesday, November 12th 
W. C. PHILLIPS — Manhattan Eye, Ear and Throat 
Hospital — 2 to 4. 
T. P. BERENS — Manhattan Eye, Ear and Throat 
Hospital — 3 to 5. 


CONGRESS OF SURGEONS 


-Manhattan Eye, Ear 


OF NORTH AMERICA 535 
CLINICS 
R. G. REESE — New York Eye and Ear Infirmary — 3 
to 5. 
GEORGE S. DIXON — New York Eye and Ear Infirm- 


ary — 3. 
IF. H. BOYNTON and G. de W. HALLETT — New York 
Ophthalmic Hospital — 2 to 5. 


Friday, November 15th 
RUDOLF DENIG 
J. Ee. GILES and staff 
Hospital 2: 
EMIL GRUENING 
2 to 4. 


GEORGE S. DIXON 


German Hospital — 2 to 4. 
Manhattan Eye, Ear and Throat 


New York Eye and Ear Infirmary 
New York Eye and Ear Infirmary 
3: 
ARNOLD KNAPP 
Institute — 2 to 


C. DEADY and F. G. RITCHIE 


mic Hospital 2 to 5. 


New York Ophthalmic and Aural 


New York Ophthal- 


Saturday, November 16th 


CARL KOLLER Mt. Sinai Hospital 
WILBUR MARPLE 


2:30. 


New York Eye and Ear Infir- 


mary — 2 to 4. 

GEORGE S. DIXON New York Eye and Ear In- 
firmary — 3. 

A. EE. DAVIS — New York Post Graduate Hospital 
to 4. 


Note A. Dr. Geo. S. Dixon will demonstrate the 
method employed for localization of foreign bodies in and 
about the eye-ball by means of X-ray skiagraphy at 
3 P. M. daily. 


Note B. Saturday, November 16th, at 2 P. M., the 
Committee of the Manhattan Eye, Ear and Throat Hos- 
pital will be prepared to take visitors through the institu- 
tion and show any special features of the work in which 
they may be interested. Clinical cases of unusual inter- 
est will be shown at 2 P. M. daily. Demonstration of a 
series of radiographs of the sinuses will be given on any 
day of the meeting at 3 P. M. 


AL CLINICS 


GORHAM BACON New York Eye and Ear Infirmary 
3 to 5. 

GEORGE W. McDOWELL 
Hospital — 2. 

P. D. KERRISON — New York Polyclinic Hospital 5. 

JAMES F. McKERNON — New York Post Graduate 
Hospital — 2:30 to 5. 

R. J. HELD — New York Throat, Nose and Lung Hos- 

2 to 4. 


New York Ophthalmi: 


pital 


Wednesday, November 13th 
R. L. LOUGHRAN — Manhattan Eye, Ear and Throat 


Hospital — 2 to 4. 
FRED WHITING — New York Eye and Ear Infirmary 
3 tos. 


JOHN R. PAGE 
JOHN B. RAE 


2:30 to 5. 


New York Polyclinic Hospital eS. 
-New York Post Graduate Hospital — 
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Thursday, November 14th 

W. C. PHILLIPS — Manhattan Eye, 
Hospital — 2 to 4. 

T. P. BERENS — Manhattan 
Hospital — 3 to 5. 

DAVID G. YATES — New York City hospitals (Ran- 
dall’s Island) — 2 to 4. 

WILLIAM L. CULBE RT New York City 
(Randall's Island) — 3 to 5. 

JOHN L. ADAMS — New York Eye and Ear Infirmary — 


Ear and Throat 


Eye, Ear and Throat 


hospitals 


3 to 5. 
: HE NRY G UNTZER — 
pital — 
R..b. LOUGHR. \N — New York Post Graduate Hos- 
pital — 2:30 to 5. 
S. j. KOPETZKY — 


New York Polyclinic Hos- 


New York R d Cross Hospital — 

R. J. HELD - 
pital — 

JAMES W. 
to 4. 


New York Throat, 
2to4 


c ASSE LL — J. Hood Wright Hospital — 


Nose and Lung Hos- 


Friday, 

ARTHUR B. DUEL 
Hospital — 2 to 4. 
JOHN B. RAE— 
Hospital — 


November 15th 
— Manhattan Eye, Ear and Throat 
Manhattan Eye, Ear and Throat 
3 to 5. 


LARYNGOLOGICAL 


Monday, November 11th 
LEWIS A. COFFIN — Manhattan Eye, 
Hospital — 2. 
EMIL MAYER and SIDNEY YANKAUER - 
Dispensary — 2 to 4. 
CHARLES E. TEETS — New York Ophthalmic Hospital 
— 2 §0.4. 
. C. RICE — New York Post Graduate Hospital — 2 
B. O. SHEEDY — New York Post Graduate Hospital — 
8. P. M. 
Tuesday, November 12th 
D. MacPHERSON, W. W. CARTER and F. W. WHITE 
— Manhattan Eye, Ear and Throat Hospital — 11. 
HARMON SMITH — Manhattan Eye, Ear and Throat 
Hospital — 2. 
J. W. GLEITSMAN 
Hospital — 3:30. 
HAROLD HAYS — New York Eye and Ear Infirmary — 2. 
BEAMAN DOUGLASS — New York Post Graduate 
Hospital — 2. 
L. M. HURD and H. H. CURTIS — New York Throat, 
Nose and Lung Hospital — 3. 
W. A. CHISHOLM — University and Bellevue Hospital 
clinic — 2. 


Ear and Throat 


- Mt. Sinai 


and JOHN HORN — German 


Wednesday, November 1 3th 
C. G. COAKLEY — Miss 
— sinus operation. 
MUNGER, EDGAR 4 FARR, G. H. COCKS, 
gt D. KERNON and G. M. PHELPS — Manhattan 
Eye, Ear and Throat Hospital —Il. 
W. F. CHAPPEL — Manhattan Eye, 
Hospital — 2. 
EMIL MAYER and SIDNEY YANKAUER — Mt. 
Sinai Dispensary — 2 to 4. 
1. TOWNSEND — New York Ophthalmic 


Alston’s Sanatorium — 8. 


Ear and Throat 


Hospital — 


2 to 4. 
T. J. HARRIS — Post Graduate Hospital — 1. 


JOSEPH A. KENEFICK — New 
Infirmary — 3 to 5. 
GEORGE A. SHE PARD — New 
Hospital — 2. 
ARTHUR B. DUEL — New York Polyclinic Hospital — s. 
W. C. PHILLIPS — New York Post Graduate Hospital 
2:30 to 5. 


York Eye and Ear 


York Ophthalmic 


Saturday, November 16th 
W. C. PHILLIPS — Manhattan Eye, 
Hospital — 2 to 4. 

S. McCULLAGH — Manhattan Eye, 
Hospital — 3 to 5. 
FRED WHITING — Mt. 

S. OPPENHEIMER — Mt. Sinai Hospital — 3 to 5. 
GEORGE E. STEEL —New York City hospitals 
(Randall’s Island) — 2 to 4. 
C. J. COLLES — New York City 
Island) — 3 to 5. 
ROBERT LEWIS — New York Eye and Ear Infirmary — 
3 to 5. 
P. D> KE RRISON — New York Polyclinic Hospital — 
* B. RAE — New York Post Graduate ~ so Bi — 
2:30 to S$. 
R. . HELD — New York Throat, Nose and Lung Hos- 
pital — 2 to 4. 


CLINICS 


C. C. RICE — Post Graduate Hospital — 2. 

J. A. MacISAAC and R. J. HELD — New York Throat, 
Nose and Lung Hospital — 3. 

F. S. MATTHEWS — ‘St. Mary’s Free Hospital for 
Children — 9. 

JOHN McCOY — University and Bellevue Hospital Clinic 


Ear and Throat 


Ear and Throat 


Sinai Hospital — 2 to 4. 


hospitals (Randall’s 


Thursday, November 14th 
J. E. MACKENTY and J. H. GUNTZER — Manhattan 
Eye, Ear and Throat Hospital — 11 
S. OPPENHEIMER and MILTON 
Sinai Dispensary — 3. 
T. J. HARRIS — Post Graduate Hospital — 1. 
B. DOUGLASS — Post Graduate Hospital — 2. 
B. O. SHEEDY — Post Graduate Hospital —8 P. M. 
3. GOLDSTEIN and H. H. CURTIS—New York 
Throat, Nose and Lung Hospital — 3. 
H. JARECKY — Sydenham Hospital — 2. 
W. phe pene a — University and Bellevue Hospital 
inic — 2. 
.. —— University and Bellevue Hospital 
inic — 2. 
WORRALL PALMER — New 
Hospital — 2 to 4. 


BALLIN — Mt. 


York Ophthalmic 


Friday, November 15th 
Tt. - HARRIS, S. McCULLAGH, W. N. HUBBARD, 
. V. HUBBARD and S. W. ROOF — Manhattan 
i ye, Ear, and Throat Hospital — 11. 
= = REUDENTHAL — Beth Israel Hospital — 1 to 5. 
RICE — Post Graduate Hospital — 2. 
JOHN mie COY — University and Bellevue Hospital Clinic 


Saturday, November 16th 
S. H. VEHSALGE — New York Ophthalmic Hospital — 
2to4 
i J. H: (RRIS — New York Post Graduate Hospital — 1. 
F.S. LOVELL — New York Post Graduate Hospital — 
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WHY SHOULD YOU DISCARD ALL 
OTHER ANTISEPTICS AND ONLY ; 


USE 
Cue on 


(APPROVED BY COUNCIL ON. PHARM. AND CHEM. A.M. A) 
(Tf {8 NOT ONLY 


STRONGER THANBICHLORIDE,BUT 


1 Non-poisonous, 5 Does not break down granulation 
2 Does not coagulate albumin 6 Causes no irritation 

3 Does no injury to membranes 7 Has marked anaigetic power 

4 Does no damage to tissues 8 An instantaneous deodorant 


FULL LITERATURE AND SAMPLES 
ON REQUEST 


CHINOSOL CO. 


PARMELE PHARMACAL Co. 
SELLING AGT., 
64 SOUTH ST., N. ¥. 














Wassermann Test 


Owing to the large number of Tests which we are making 


for the Profession, we are now enabled to reduce our price to 


$10.00 


Upon request we will send you a sterile container and mailing 
case with instructione for collecting the blood from your patient. 


Wassermann test for syphilis - $10.00 Bloodcoumtt - - - = §300 
_ Urinalysis, chemical and microscopical, 1.50 Tissues, pathological examination, 5.00 
Sputum and smears > 1.00 Autogenous vaccines . 10.00 
Widal test fortyphoid - - 1.00 Stock vaccines, per dozen - 5.00 


CHICAGO LABORATORY 
8 North State Street, Chicago Telephone Central 6239 
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